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FOREWORD 


THE 7,000 HOSPITALS in this country employ 1,200,000 full-time 
employees and spend approximately $4,000,000,000 each year. An in- 
tricate network of skills is required to deliver a personal service of a 
most intimate character. 

But hospital service does not stem only from a large working force 
and great expenditure. The quality of hospital service and public ac- 
ceptance of the effectiveness of hospital care are almost wholly depend- 
ent on two intangibles: the intelligent training and motivation of the 
individual members of the hospital staff, and the adeptness with which 
hospital administration melds this complicated mechanism into an 
efficient instrument for the care of sick people. 

Intelligent and sympathetic care of the patient is, of course, the 
objective of the hospital. This objective may never be wholly attain- 
able in view of the social, psychological, and scientific aspects of hos- 
pital care, but even on the simplest basis, attainment means that those 
who serve and those served must be in very close rapport. Such rapport 
exists only in well-administered hospitals where the employee under- 
stands his duties and responsibilities and where those who administer 
at each level know the circumstances which confront the employee. 
It is only in this kind of atmosphere that job satisfaction and employee 
morale are high; it is only here that intelligent, kindly patient care is 
possible. 

For years the entire question of how to attain better human relations 
within the hospital has been the concern of the Committee on Personnel 
Relations of the American Hospital Association. This group has 
worked to determine how the varied talents and skills of employees in 
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the hospital may be more efficiently utilized, not only from the stand- 
point o£ providing hospital care beyond criticism of patient and phy- 
sician, but in terms of purely administrative functions as well. This 
committee was convinced some years ago that only through the most 
modern, democratic type of administration could true progress be 
made in rendering service. This implies full knowledge by the em- 
ployee in his relationships and, most importantly, of his full responsi- 
bility in furthering hospital objectives. 

This study initiated by the American Hospital Association adds to 
the field’s knowledge of that type of administration. It is directed 
toward bringing greater understanding of the hospital and its many 
ramifications to all the people who enter into providing care to the 
patient — trustees, physicians, administrators, and all the professional 
and nonprofessional staff. Without recommending a specific course of 
action, it gives unusual insight into how hospital occupations appear to 
individual technicians and workers in many hospital departments. As 
a highly readable report of interaction between administration and 
employees and, in turn, of the results of this interaction in terms of 
patient care, it documents the importance of sound employee motiva- 
tion. 


The research for this report was made possible by the cooperation 
of a number of hospitals throughout the country. Every effort has been 
made in describing the hospitals which volunteered assistance not to 
reveal the confidential information which was gathered by field work- 
ers during the many months they were in residence. Unfortunately, this 
makes it impossible to acknowledge the debt owed those individual 
hospitals for assisting in research by naming them. 

Acknowledgment is made, however, of those who contributed to 
the $50,000 grant for the study made through the American Hospital 
Association. These organizations are as follows: 


American City Bureau 
American Cyanamid Company 
Becton, Dickinson & Company 
Carnegie Corporation of New York 
Charles E. Merrill 


Johnson & Johnson 

Modem Hospital Publishing Company 


Finally, the report itself i, a credit to the efforts of many individuals. 
Conducted by the New York State School of Industrial and Labor 
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Relations at Cornell University under the able direction of Dr. Temple 
Burling and his staff, the research is highly significant to the hospital 
field. Conduct of the study and interpretation of results were further 
strengthened by an advisory commission formed at the invitation of 
the university and the American Hospital Association. Their names 
are given elsewhere. 

George Bugbee 
President 

Health Information Foundation 
New York, New York 
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Methodology 


THE APPLICATION of scientific methods to the study of relation- 
ships among people is still so new that even its name means different 
things to different persons. What we mean by “human relations” is the 
study of interpersonal relationships which become typical among' 
people who live and work in concert. In this study we tried to see tbej 
place of the hospital as an institution among other institutions in the 
American community. We tried to ascertain what kinds of people are 
attracted to its employ, what rewards they hope to get from their work, 
what rewards they actually do get, and what price they pay. We wanted < 
to know how people manage to merge their mutual purposes, and 
to get along with one another within the work situation. Where do 
they grow in cooperativeness and under what circumstances does co-l 
operation tend to wilt? We tried to see not only individuals but groups, j 
to determine the attitudes and patterns of adjustment which group 
membership brings to pass among those engaged in various occupa- 
tional types of activity within the hospital. 

In our work we used the clinical approach, much as a doctor would 
do. We studied one case at a time, seeing it in its total environment 
and as a complex of phenomena. We relied upon subjective as well as J 
objective data, asking the subject how he felt as well as looking at the/ 
evidence. We tried to observe as many cases of a given kind as possible! 


and to interpret the differences among them with as much insight as 
could be mustered. We tried not to deceive ourselves that our knowl- 
edge was pure, but worked constantly and humbly with the rcalizationl 
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in mind that the next ease was sure to be different from anything we 
had yet seen. 

When this study first began, only slight attention had been given 
by social scientists to the problems of the general hospital. The field 
of mental health had been more successful in commanding their in- 
terest, but many of the findings in that area did not apply to the gen- 
eral institution. Oswald Hall at McGill University, Everett C. Hughes 
at the University of Chicago, Leo W. Simmons at Yale, and Talcott 
Parsons at Harvard had been encouraging interest in the medical 
sciences, but their students had only begun to work in this area. It was 
therefore decided that the most logical approach for us to take was the 
social-anthropological one. It was almost as if a new continent were to 
be explored. The problem included the mapping of the territory, so to 
speak, an analysis of its parts and their relation to each other, the 
nature of its peoples and their institutionalized patterns of behavior. 
At first we attempted to note all possibly relevant material. In time 
our attention became more focused, as consistent patterns began to 
™ ^ we became clear as to what the most important variables 

■ • WC ^ ected SIX hospitals with the help of our Advisory Com- 

■ ■■ The study therefore could be said to have evolved, each step 
being based upon the one previous to it. 

At first only one person was employed in the field, but the staff cx- 
v!r> C | f 3S ° Ur P ur P°, sc C ^ ar ifi e d. The time spent in any one hospital 
ir wac <r°!r ° ne wc ^k to a year, its length depending upon the time 
availahlp tnV S1ZC ,°^ institution, and the number of persons 
E2X“* WOrk ' A t0,al o£ into the project, 

nerbd ffom / knm " S ’ ' x ' cution - aI > d analysis. This included the 
pertod from the summer of r 949 until the summer of t 9 5 4 . 

Personnel 


is ^ nratnicine nwrl?- 2 a PP° inted director of the study. Dr. Burling 
School of Industrial ^ ^ ° £ Ncw York StaU 

pointed field director. t r 'nil L '" tZ 'T * P f 

Dr. Robert N. Wilson, who - S W3 . S ln . !oaolo Sy- » was that of 
sociatc. Dr. Wilson also had 


was appointed as full-time research as- 
and meas- 


Several eraduat. "j"”" 6 ln W^nlogical tests 
of time on different phas “ofT various penoo. 
psychology, human relations S’J 11 "". back S r ° und . ' vas , 1 “ 

Jean-Ann Pierce Gow, Marvhr OW t h H J 1 ?' Z , 
Kanes > Stephen A. Richardson, Margot 
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Schuetze, and Jiri Kolaja, who served as bibliographer. George Strauss 
helped us to index materials. Mrs. Judith Seaver Shea, who had been 
trained in field work as a staff member of the National Opinion Re- 
search Center, worked with us for a longer period of time than the 
others, both in the field and in analyzing materials. None of these field 
workers was educated in the medical sciences. The assumption was 
that an easier rapport and a more objective view could be achieved by 
a total outsider than by persons who already had strong feelings about 
one or more phases of hospital life, and of course Dr. Burling, medically 
sophisticated, was always there to correct any gross misconceptions. 

The need for the guidance of those ripe in experience was further 
satisfied by the selection of our Advisory Commission, the members of 
which represented the viewpoints of hospital administrators, physicians, 
nurses, trustees, ladies’ auxiliaries, hospital publications, business and 
industry, and the university. 

Selection of Hospitals 

There are many kinds of hospitals in America today and it was felt 
necessary to limit this study to those in one broad general category. 
This was the most familiar type; the community hospital operated 
under the auspices of a voluntary organization for nonprofit purposes, 
where general medical and surgical care is offered and most patients are 
short-terra guests. This excludes several important types of medical 
institution, such as the tax-supported hospitals and ’those offering treat- 
ment for specific diseases such as tuberculosis, mental disorders, etc. 
As the study progressed certain variables were seen to have important 
bearing upon the patterning of relationships. These included such 
factors as size of the hospital, rural-urban environment, the degree of 
medical specialization, the degree of affiliation with other institutions, 
and geographical placement. We wanted a variety of circumstances 
to be represented and therefore selected hospitals which ranged from 
fifty to eight hundred and fifty beds. One was located in a metro- 
politan community, two were in a smaller and more homogeneous 
town, and three were in rural or semirural areas. One hospital was 
maintained by a religious order. One was a teaching hospital with 
university affiliations where almost all of the doctors were specialists. 
Several hospitals had open staffs and their own nursing schools. Three 
had very few medical specialists and were without nursing schools or 
other affiliations. A variety of administrators were observed, including 
both professionally trained and laymen, men and women, doctors 
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and nurses. All of the institutions studied were members of the 
American Hospital Association and all of them had boards of trustees 
composed of community leaders rather than medical specialists. We 
strove to get as wide a variety of situations as possible within the 
general category, and at the same time to select fairly representative 
types. 

The geographical location and the total number of hospitals studied' 
represented a compromise between what was thought best and what 
was possible within the limitations of time, money, and personnel. Most 
of the work was done within New York State but we did not include 
any hospital in New York City. It was felt that hospitals there were 
exceptional in their development, and therefore less helpful for our 
progress. We studied two hospitals in the Southern states. 

As preliminary findings were drawn up, they were circulated among 
informed persons in other parts of the United States and criticisms of 
these readers helped us to recognize where our materials were in- 
adequate from the standpoint of regional coverage. We have en- 

eavore to point out the limitations found in our materials, at relevant 
places m this book. 


Procedure 

*'. initial “"tact with a hospital svas made by ap- 
member .v 3 min * strator directly. In others we worked through a 
overturp< 5 °r thC ^ i trUStecS * Toward lhe cnd of thc study, initial 
case wherr* 1 ^ • American Hospital Association. In any 

further for 00 j W ? S wc did not pursue the matter 

the success of the' ^ 3 wdlin S ness to cooperate was crucial to 

welcome We we rCSCar<dl ' However, the usual response was a cordial 
0* --- effort on the part 
them, to * ace a °d master the problems which beset 

[[such documcnu'as “wc'reav b -' ° f . ,ime was spcnt in P° rln S ovcr 

studied peTSKncl records hos P ltal ' s ma!n offices - Wc 

and wage rates within all hosnV TT"’ ag “’ lcngth ° £ em P lo >' lncnt ; 
'view of the institution firt d 'P ar,m ' nt! - ™s S a ve us a total 
other. This book purposeful!, a C ° mpare departments with each 
were not unmindful of their ; iT n0t str “ s e i conomic f actors J but we 
ships. Therefore we took careful uTT' shaping h “ man relation ' 
each hospital and tried to gauee f comparatrve wage rates within 
S ge the differences between its wages and 
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those paid in the surrounding community. We noted the economic state’ 
of the hospital as reflected in its trial balance sheet; the reputation it had 
among employees for willingness to adjust its salary scales with the 
changing times, its ability to purchase modern equipment, and its 
attitude toward accommodating the various classes of patients. All of 
these factors had their influence on morale and were kept in mind 
throughout the study. None of the hospitals we observed had labor 
union affiliation. Unions were not common in hospitals in the areas of 
our study, so we have no knowledge of their influence in this occupa- 
tional field. 

Economic concerns are of utmost importance to the administrator,^ X 
of courSe^ScTlitf could understand and respect our interest in them. 
During this early interlude he learned by our daily presence that we 
went our quiet way, observing and asking questions but not disrupting 
work routines; staying out of busy people’s way until they could afford 
time to confer with us. We made a practice of returning to the ad- 
ministrator at intervals to keep him informed of our progress and of 
any problems which arose, so that he continued to feel in control of 
the situation. 

In each department we followed a similar course. We would speak 
first to the person in charge, asking permission to look at wh ate vet 
records seemed available and of interest. On nursing floors, for example/ 
these would include wor k sh eets, jime books, and patients’ charts* Thus 
knowledge was gained about patient loads and the number and kinds 
of personnel available to take care of them. 

As the hospital staff grew accustomed to our presence, we ventured 
to volunteer our services for minor chores. We toted water, made , 
empty beds, amused bored patients, cut meat. In one hospital one of 
us donned the uniform of a student nurse and accompanied the pro- ^ 
bationers in all of their duties for a week. At all times everyone con- 
cerned knew who we were and what we were doing. It was our 
business to make them conversant with the broader aims of the project 
and to win their participation in it so that they voluntarily took us 
around and opened our eyes to many things. )ust as in the original 
selection of hospitals, where any reluctance was shown we withdrew 
until it disappeared. This avoidance of pressure seemed to us to in- 
crease the confidence people grew to have in the study. Our willingness 
to help made us friends and we felt that we fitted more naturally into 
the environment than we would have done just sitting around staring. 

Between and during chores, of course, we were observing. We noted 



introduction 


xvtii 

the physical setting, the type of technology in use, the way in which 
work was organized. We noted who talked to whom in the course of 
their work and what signs of authority were in evidence. Wc observed 
student nurses to see whether they freely approached graduates and 
doctors to ask them questions, “or whether they hid down the hall in an 
empty room until summoned. We talked casually to patients, noting 
whether they seemed bored or irritated, whether they ventured forth 
as convalescents to visit other patients on the floor or whether they 
stayed strictly to themselves. All these things helped to improve our 
understanding of the total work situation in which people found them- 
selves. In the light of this knowledge, individual interviews became 
more meaningful. As the interviews proceeded, the bits and pieces of 
information would gradually fall into place and we would feel that 
we had caught the spirit and temper of that department. Then we were 
ready to move on to the next one. 

In this way wc studied the entire hospital, or as representative a 
sample of it as we could cover. We attended any meetings we could 
win admission to, from sessions of the board of trustees to informal 
chats over soda pop. Wc ate with employees and with supervisors, 
enjoyed recreation with them, in one instance lived in the nurses’ 
home. In all of the hospitals studied, it seemed to us, the acceptance of 
us as people increased with the length of our stay so that employees 
freely gave us insight which we would never have gained otherwise, 
and took us for their friends. We sincerely hope that this book will 
prove the wisdom of their trust. 


The Use of Materials 


By the time field work was completed, there were file cases of data 
to be analyzed. This included a variety of documents: statistics, finan- 
cial records, personal papers given us by respondents, newspaper clip- 
pings, hospital histories, by-laws of medical staffs, and so on. There 
were our own voluminous notes including tentative analyses of depart- 
ments and hospitals, hypotheses, and work diaries. And, of course, 
there were stacks of interviews. 

The interviewing, for the most part, was of the variety termed 
^cmistructured. That is to say, we did not ordinarily approach people 
ivith already formulated questions, but rather with broad general topics 
for discussion. For example, wc customarily asked them to tell us about 
their background and previous work experience, about their present 
duties and how they felt about them, about the people they worked 
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with, and about their plans for the future. Wherever possible we en- 
couraged them to give concrete examples of things which caused them 
satisfaction or grief. We tried to follow their lead, letting them talk 
about the aspects of their work which interested them most, in the be- 
lief that this provided the richest insights into their personality. Usually 
these interviews were held as close to their work as privacy could be 
found, and on an informal and intimate basis. No notes were taken 
in most interviews. Occasionally we deviated from this course, keeping 
a flexible approach to match the apparent needs of the moment. Our 
custom was to return to our office as soon after each interview as pos- 
sible, to dictate our recollections of what had taken place. The quota- 
tions in this book, therefore, are not to be taken as exact replicas of 
what was said but rather as recollected conversations subject to the 
distortion of fallible human memory but recorded as near verbatim as 
possible . 1 

Although the interviews may have seemed broad and shapeless to our 
respondents, they did follow a pattern. We were influenced in our work 
in large measure by the “interactionist” school of thought in the field 
of applied anthropology, particularly by William Foote Whyte and 
George Homans. Like them, we concentrated particularly upon the 
relationships among people, especially between occupational groups,! 
and the sentiments which arose from these contacts. We tried to seej / 
how relationships were influenced by technological arrangements, by' 
work organization, and by such diffuse things as the relations between 
the hospital and its total environment. Students of sociology will also 
recognize the influences of Max Weber, Robert Merton, and Talcott 
Parsons, all of whom concerned themselves with the nature of organ- 
izations. The work of Everett C. Hughes on occupational groups also 
helped to shape our understandings. While we tried not to be bound 
by any one theoretical approach, it is obvious that these frames of 
reference did influence the way we interpreted what we saw in em- 
pirical reality. 

Our analysis of materials, then, was based upon the total context of 
our knowledge both of the specific situations observed and of the ( 
insights gained from reading and study in the fields of hospital organ- J 
ization and of general sociological and psychological literature. As a ( 
particular aspect began to shape itself in our thinking, we would 

1 In reporting these quotations, care has been taken to disguise all names and to 
remote identifying elements insofar as this was possible to do without distorting the 
context. 
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endeavor to write down the essence of it and then to show it to the 
people most immediately concerned. For example, a tentative analysis 
of the admissions office and its problems was read and discussed by the 
staff of the admissions department injhe-hospital_we_were then study- 
ing. With their consent it was then shown to the hospital administrator 
for furtherjtriticism. Once it met with the general approval of these 
people, it was sent on to informed persons m various p arts of the 
United States for criticism. These included both hos pital j mdjiniversity 
people who were 'conversant with hospital situatio nsTOurmostlebrch- 
ing critics, of course, were the members oFouFadvisory commission. 
They helped Us to see where our findings were based upon an inade- 
quate sample, where they needed further verification. This was not a 
board of censorship. We were entirely free to write the truth as we saw 
it, hence they are not responsible for the final product. We were, how- 
ever, guided and strengthened by the counsel of these experienced 
people. 

What This Book Represents 

In summary, the present writing represents an analysis of what we 
saw and heard in six hospitals, selected for their representativeness 
among hospitals of the most familiar type in the United States today : 
the general, nonprofit, privately managed hospital established to serve 
the entire community. These hospitals were located in three states, all 
in the Eastern part of the nation. We interviewed approximately a thou- 
sand persons, many of whom had had a wide experience in hospitals 
elsewhere. They came from all levels of the hospital system, from 
board members to part-time laborers. The interview data were supple- 
mented by observations in all hospital departments. The study was 
done in the early half of the 1950*5 when hospitals were still in 
process of adjusting to the multitudinous changes which had occurred 
during the war and postwar periods. 

This book does not pretend to tell the whole story about hospitals 
in general. It does not even tell the full story about the specific ones 
studied, for we were outsiders. It does, however, present a broad 
perspective on the American hospital system, for wc were free to regard 
it from the standpoint of many different occupational groups. It is our 
hope that the people who have responsibility for our nation’s hospitals 
will recognize something in this book which resembles their own 
situation, and that it may thus help to widen their perspective and give 
them stimulation to examine further the forces which shape the human 
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situation where they are. The outsider, as we see it, can point out 
common problems and can excite interest and curiosity. It is only the 
insider who can hope to see the full picture and therefore it is he 
alone who can take appropriate action to strengthen the hands of 
those who do the work. Our profound respect and good wishes go to 
these people. 

T. B. 

E. M. L. 

R. N. W. 
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PART ONE 


HOSPITALS AND THE 
AMERICAN SCENE 



CHAPTER 1 


THE HOSPITAL IN ITS 
HISTORICAL SETTING 


THE HOSPITAL, despite its emphasis on specialized techniques and 
equipment, is basically an organization of human beings. Many pro- 
fessions and occupations are brought together in a single place to 
focus their skills on the central goal of patient care. The scientific 
excellence of modem medicine can be brought to bear on patients’ 
needs only if the human agents are in a flexible and creative relation- 
ship with one another and with the patient. Medical treatment is not 
automatic or routine but is a delicately balanced cooperative achieve- 
ment. 


We hope that our study of human relations in hospitals will make 
a contribution to this joint enterprise. Many working groups have been 
studied in manufacturing organizations, and accepted principles of 
human relations are applicable to the hospital in many respects, but 
the hospital is also a unique institution and the universal elements of 
uman relations express themselves in ways peculiar to it. 

. ^ Uc h of the uniqueness of the hospital stems from the character of 
lts tas ^ c » but part of it is due to the long and rather tortuous develop- 
ment of the modern institution from its medieval beginnings. This 
. a P ter attempts to follow certain features in this history which con- 
tinue to the present day to affect human relationships within hospitals. 


h The Evolution of the Modern Hospital 
Although there were hospital-like institutions in the ancient world 
m the Orient, they have had only an indirect influence on the 
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development o£ their modern Western counterparts. The modern hos- 
pital in the Western world has grown out of the European medieval 
institution of the same name, but with a different function. The 
enthusiasm for religious pilgrimages in the Age of Faith, at a time 
when commercial inns had not appeared, meant that many travelers 
were in need of lodging. The religious organizations, assisted by 
pious gifts of wealthy laymen, met this need by founding and admin- 
istering lodging houses, named hospitals. 1 In the beginning, accom- 
modation was often given for only one night and the guest was 
expected to resume his pilgrimage in the morning; but in time the 
hospitals began to take in the homeless within their own cities, and 
give them more permanent lodging. 

Thus in its origin the hospital was not a medical institution, nor 
even concerned with the care of the sick. Since many of the homeless 
unfortunates were physically ill, however, nursing care was necessary, 
and in time medical consultation was sought. The medicine of the 
time had really little to offer these patients. Most of them were suffer- 
ing from chronic or terminal illnesses, and the hospital undertook to 
make them as comfortable as possible with the resources and knowl- 
edge available, until they ended their days. 

The services of such doctors as did visit the hospital were often a 
gift of their time to the unfortunate. They did not see any immediate 
advantage to themselves in giving their service. Their only reward 
for succoring the unfortunate lay in their hopes of a life to come. The 
focus of medical practice at that time was in the home. It was there 
the doctor found the resources which he needed for his patients: 
relatives to provide nursing care, food and shelter. Even up to the 
middle of the last century the hospital provided a wretched substitute 
for home care. In 1788 the death rate among patients at the Hotel 
Dicu in Paris was 25 per cent, and that of surgeons and attendants 
from 6 to 12 per cent per annum. It was noted at this time that those 
attendants who lived outside the hospital were usually much stronger 
and healthier than those who lived in* 

The rise of modern medicine has resulted in a transformation of 
the hospital both in its methods of care and its relations to the com- 
munity. Florence Nightingale’s recognition of the relationship be- 

1 From the Latin hoi pet, host. 

J S. S. Gold water, MD. '■Concerning Hospital Origins,” in The Hospital in Modern 
Society, ed. by Arthur C. Bachmeyer, M.D., and Gerard Hartman. New York: Common- 
wealth Fund, 1943, p. 9. 
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tween filth and hospital death rates, and the explanation of this rela- 
tionship provided by Pasteur, have made it possible to control hospital 
epidemics. The hospital is now safer than the home. 

While Miss Nightingale and the followers of Pasteur were making 
it safe for people to go to hospitals, the development of modern medi- 
cine was making it more and more desirable for them to do so and 
at the same time increasing the value of the hospital to the doctor. 

Doctors needed more precise control of patient care than was pos- 
sible with unskilled attendants in the home, if they were to give their 
patients the full benefit of scientific advances. Highly skilled nursing 


was vital. The reforms in nursing education which occurred at This 
time provided young women equipped with the needed skills. This 
training was given in the hospital. Gradually it was realized that the 
skills developed there could be helpful to nurses who were employed 
to care for sick people in their homes. But their services could be 
directed and utilized more effectively in a special institution. 

Precise and elaborate rituals of aseptic surgery could be observed 
more easily in a special wing of a special building than in a hurriedly 
rearranged bedroom or domestic kitchen. When aseptic methods made 
it safe for the surgeon to open the abdomen, and other body cavities, 
there was a rapid increase in the number and complexity of operations 
which he dared perform. This resulted in such a great increase in the 
number and complexity of surgical instruments that transporting them 
ecame a problem. During the past fifty years clinical applications of 
research discoveries such as x-ray, the measurement of basal metab- 
j sm > *he electrocardiograph, and radioactive isotopes, necessitated the 
evelopment of costly and bulky equipment. Laboratory examinations 
Were becoming increasingly important in patient care and could be 
"V ava *^ a ^ e more promptly and efficiently when the patients were 
gathered under one roof than when they were scattered through resi- 
dential areas. 


s a result of these developments, the hospital became the place 
w ere the best, rather than the worst, care could be given — first to 
surgical patients and later to an increasing number suffering from 
illnesses. At length it was only in the hospital that the doctor 
\°U‘ u rc sources for the care of many of his patients at a cost 
KT W3S . not P r °h!bitive. 

. ean while the hospital was growing more useful to the doctor in 
. Cr ways than direct patient care. It became essential to his profes- 
10na tra ‘ n ing as a medical student and intern, and equally vital to 
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his continued professional growth after graduation. It brought him 
into stimulating daily contact with his colleagues, facilitating consulta- 
tions and exchange of ideas, and it provided a natural setting for lec- 
tures and symposia. Increasingly, medical research was carried on in 
the hospital, since there the patients were under twenty-four-hour 
observation of skilled observers, prompt comparisons could be made, 
laboratory facilities were at hand, and clinical records could be cen- 
tralized and indexed. And finally, it was to the advantage of both 
the physician and the patient that the hospital practice was a great 
time-saver. It enabled the doctor to devote a larger percentage of his 
working day to the care of the patients and a much smaller percentage 
to travel. 


11. The Modern Hospital: The Result of Evolutionary Adaptation 
Rather Than Rational Planning 

When the development of medicine confronted doctors with the need 
or an institution to which they could bring their private patients, there 
was already in existence one in which a portion of the sick population 
was being cared for. Medical practices changed slowly enough to 
u . j os P* ,ta ^ t0 ma ke itself over almost imperceptibly and to 
P the doctors’ requirements at every stage in the development. But 
tne institution as we know it today would probably be considerably 
1 erent if the medical profession had had to create it. In America, 
Pf lvatc ^ voluntary hospitals provide most of the hospital beds 
full ™ f in me . ntal institutions). Yet the doctor is still not 

u ? art j organization, despite close relationship between the 

no _ j . an . mc ^ical practice. He docs not exercise direct control of it, 
ti C m l V rn un( lcr effective control by the hospital administra- 
hosnita^ 11 ^ l S ^ arc a stron g concern for the care of the sick, the 
larcelv ? doctor work together in close cooperation, but this is 

zatinn F j $U 1 o! f mutual accommodation rather than formal organi- 
•t-w , C octo * f s st iii officially a guest of the institution. 
complexit* 15 ^ ' ve ^ avc ^ cen describing steadily increased the 

human r -° or S an * zat 'ons and changed the established patterns of 
chances h? W “ hin thc hos P ital - Although the pressure for these 
exceptions th° C ° mC ^ rcct ty or indirectly from doctors, with rare 
, , c not “turned themselves with the resulting ad- 
awarc of PP 15 ' ^ act » t ^ ie y h ave for the most part been little 

vidint* .c. a . mmis trative and human relations skills involved in pro- 
tviccs they have required for their patients. 
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Interest in the welfare of the sick, and the readiness of the hospital 
administration to change with changing times and changing needs, has 
resulted in an institution which has almost nothing in common except 
its name with the medieval institution from which it has grown. It has 
changed from a marginal and charitable interest of the doctor to one 
of the most important aspects of medical practice and an essential center 
of medical development. It formerly served only the most unfortunate 
stratum of society. As late as 1929, Dr. Nathaniel W. Faxon could quote 
with approval the description of the hospital as “the abode of charity, 
the treasury into which the rich pour their wealth and the poor their 
poverty.” 3 Now, however, to an increasing degree the hospital serves 
the entire community and turns to it for support. 4 Even a hundred and 
fifty years ago, the hospital was the last resort of the helpless and dying. 
It is now, in some instances at least, the first resort of people suffering 
from even minor illnesses. In the Middle Ages the hospital attempted 
to alleviate a broad range of human ills — poverty and homelessness as 
well as disease. It gradually narrowed its focus to the combating of 
bodily disease. Now it is beginning once again to concern itself with 
the patient as a whole person, in line with a broadening conception of 
disease to include psychic and social maladjustment as well as physical 
disorder. 

We have spoken of the evolutionary changes of the hospital as if 
they had occurred in the past, but they are still going on. In fact, prob- 
ably never in the history of hospitals have developments been more 
widespread and rapid than they are at the present time. 

ill. The Effects of Recent Broad Social Changes 

Economic changes during the past twenty years have been among 
the most important causes of these recent and continuing develop- 
ments. Hospitals, as charitable institutions, have traditionally operated 
at a deficit made good by wealthy donors. Even after the hospital had 
come to serve the entire community, this tradition tended to persist. 
The depression of the 30*5 disastrously reduced the contributions of 
wealthy patrons; in the years since, the costs of building and operating 
hospitals have risen so rapidly that administrators have been faced with 
recurrent deficits in spite of the generosity of donors. They have rc- 

3 1 hid., p, 13. 

*!n 1954 the total expenditures for alt nonfcdcral hospitals was $3,910,180,000. The 
capital investment was $6,600,423,000. The number of beds was 623,994. (Figures 
‘upphed by the American Hospital Association.) 
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comings in the over-all way in which health needs were being met. 
In the following years various national societies to combat specific ill- 
nesses were organized, and each of these in its reports to the public 
pointed out that our efforts to combat and overcome these diseases 
fell short of our theoretical knowledge. The impression made by these 
reports was re-enforced during both the world wars by the disturbingly 
large percentage of young men who were found unfit for military serv- 
ice and the reports that in many instances the defects were remediable 
or could have been prevented. At the same time, labor shortages 
brought to public attention the fact that the health of the citizen is of 
immeasurable importance not only to the individual but to the nation 
in peace as well as war. Along with an increased concern about the 
national health there was a growing conviction that the best of health 
care is a basic and inalienable human right. 

Credits as well as debits in the health story also had their share in a 
growing public interest in health matters. Life expectancy had a steady 
and rapid increase. The program of public health reduced and in some 
cases practically eliminated some of mankind's severest scourges. There 
was an unprecedented increase in the doctor’s effective therapeutic re- 
sources. These achievements were very newsworthy and received wide 
publicity. People became more optimistic than ever before about the 
possibility of achieving and maintaining both individual and national 
health and began to feel that they had a right not only to the best pos- 
sible care but to cure as well. 6 


Probably there was never such widespread recognition of the impor- 
tance of health, nor such concern over the lag between scientific ad- 
vances and the spread of their benefits throughout the country. As never 
oerore, the protection of health was recognized as a concern not only 
of the individual and of the local community but of the nation. This 
c “ to the development of national organizations which had as one 
of their aims to diminish the gap between the best possible and actual 
ttiedical care, through accrediting procedures and moral pressures. The 
American Medical Association (1847), the American College of Physi- 
oiaas (1915), the American College of Surgeons (1913), the American 
pursing Association (1897), and other organizations of medical spe- 
cialists promulgated standards for one or another aspect of hospital 


„ ! 11 to accept the fact that there arc still diseases for which there is no known 
th^' 6 w ^ Cn man 7 hitherto uncontrollable diseases can now be cured. When 

am ° r . k** lo tc ^ a Patl^t that there is no specific remedy for his condition, he is 
to tecl affronted, or to wonder if his doctor is keeping abreast of the times. 
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activity which the hospitals must meet if they were to remain in good 
standing. In 1951 the American Hospital Association, the American 
College of Surgeons, the American Medical Association, and the Cana- 
dian Medical Association set up a Joint Commission on Accreditation 
of Hospitals. 

Various research foundations made studies of hospital problems and 
offered advice and leadership to local and regional organizations to 
help them adapt successfully to changing conditions, without attempt- 
ing to engage in accreditation. 

The hospitals themselves also recognized early that health was more 
than a local concern. They organized the American Hospital Associa- 
tion in 1898 to help one another raise standards and develop ways of 
performing their work more effectively. More recently the American 
College of Hospital Administrators (1934) was organized to promote 
professional responsibility and growth in its members. Regional hos- 
pital associations were formed to help members meet local problems 
an to work toward a comprehensive cooperative coverage of the hos- 
pital needs of their areas. 


e Hill-Burton Act was a response to the postwar crisis arising 
trom the increased recognition of the need for hospitals. The framers 
o t is measure were guided by the purpose of providing local com- 

“ *‘ th n « de(1 facilities, while scrupulously avoiding 

centralized control over local hospital policy. 

W LT , " atlonal developments, in which hospital leaders 

_ 3 C3 . in ® ro ^ hospitals are no longer merely local institu- 

„ CCr f ne on y 'yhh problems at their doorsteps. They have be- 
aeencies V nli!nt 3 natl0na ^ nc *work of health agencies. These 

a sense nf mm ^ su P pon anc * supplement one another’s efforts from 
But there i< n m ° D rCS P° ns ^dity, and they subtly influence each other, 
govern internal* j- entra h ze d control. Hospital policies which 

individual volunra" ° cal l . relationships remain in local hands. The 

adaot itself to the ^ , ,° Spita f r . etains great flexibility, enabling it to 

new wavs of accom^T . commun ity and to experiment with 

new ways ot accomphshing its purposes. 



CHAPTER 2 


THE INDIVIDUAL HOSPITAL AND 
ITS LOCAL COMMUNITY 


SO FAR, discussion has centered around “American hospitals” as if 
they were alike in the problems they face. Obviously this is not the 
whole story. The total society does set a broad framework within 
which all of its institutions exist, but in addition each hospital is in- 
fluenced by its more immediate environment. A town with marked 
civic pride in its hospital produces different attitudes among those who 
work there from those of employees in a hospital where local citizens 
are indifferent to it. Since employee morale is subject to the pressure 
of community sentiments, it may be well to inquire into the nature of 
community-hospital relationships. 

We found that patterns differed from one geographical region to 
another. Contrasting relationships were also noted in metropolitan hos- 
pitals from those in small towns or rural districts. Even within the 
same town, people were seen to be discriminating between two hos- 
pitals according to local traditions and history. Public relations are a 
two-way thing. The community presses in on the hospital in certain 
respects, and hospital policies press back into the community to change 
its opinions and to create new ones. The give and take between an 
institution and its environment can support or frustrate hospital pur- 
poses. Certainly community attitudes help to determine the limits 
within which hospital authorities are free to act. 
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Regional Differences 

Along the Atlantic seacoast it once was traditional for wealthy citi- 
zens to found hospitals. These were planned as charitable institutions 
for the care of the very poor. In the South, at least in rural areas, hos- 
pitals were typically founded by a local surgeon primarily as a work- 
shop for his own use and convenience. In the Far West, the towns 
and cities were built at a later date than those in the eastern regions. 
Hospitals already had assumed a different role in the community, as 
we shall note later. In addition, the extremes of wealth and poverty 
did not exist in the same proportions and hospitals were frequently 
subsidized by the total community and operated on a pay-as-you-go 
basis from the start. 


Today the voluntary hospitals in all sections of the country are simi- 
lar to each other in many respects. They serve all classes of people and 
get funds from a variety of sources. The person who moves from one 
section of a country to another, however, soon becomes aware of the 
significance of underlying traditions, and can see that they still have 
their influence on public relations. 

We observed in one instance the bewilderment of Northerners who 
worked in a Southern town. The citizens there continually criticized 
the local hospital because it wasn’t well staffed over week ends. The 
trou e lay in the fact that there weren’t enough interns and nurses to 
go around. One of these “foreigners” inquired why the community 
' ' n v, ^ r f V1 ? ® onc y ^ or more modern equipment as a means of mak- 
ing the hospital more attractive to potential interns and nurses. The 
ownspeop e were astonished and hurt by the suggestion. It was Dr. 
Jones ospital, wasn’t it ? 1 Why should anybody expect them to give 
money to him? Actually it hadn’t been strictly “Dr. Jones’ hospital” 
for years and years, but they still acted as if it were. 

not er town in the South was providing almost no funds for the 
m ’^ ents ’ anc * sma ll hospital had that cost added 
.. , 1 S ,° f Cr cx P ens «. The physical plant was badly run down and 

the board of trustees, despairing of raising funds from the community, 
urne o e government for Hill-Burton money and paid the hos- 
pi a s portion rom its shrinking bank account. Later these board 
members said gloomily that they were "taking money from Uncle Sam 
,ust like those creeping Socialists up North.” They felt that somehow 

J u f iL — L ? mS| *1 i” diis book have boo. dugoiied » 

protect the anonymity or our respondents. 
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they had failed both the hospital and the community by not bringing 
them into a “proper relationship,” i.e., not re-educating them accord- 
ing to present realities. 

Northern cities had similar problems of community re-education. 
Where a hospital had been subsidized by wealthy donors for many 
years, local people came to take for granted that the sick would be 
cared for regardless of their ability to pay, and that hospital bills would 
be below cost. When such a hospital attempted to meet its spiraling 
costs by charging people the full price of their care, cries of outrage 
arose from local citizens. Perhaps it had never occurred to them to 
wonder how hospital expenses were met. Subsidized care had always 
been available. Suddenly it wasn’t available any more, and they found 
this hard to accept. 

We had no opportunity to study Western hospitals, nor indeed any 
others which had always been supported by the total community. Pre- 
sumably these particular problems would not exist in the same measure, 
but even there one might expect to find difficulties arising from the 
increasing cost of operation, perhaps in the form of growing political 
pressures. The effect of change in the method of financial support on 
human relations within an organization and on its relationship to the 
community presents a challenging area for further study. 

Contrasting ideas about medical practitioners and their role in the 
community may also be found in different geographical regions. Talcott 
Parsons 2 studied the medical profession in Boston and concluded that 
m that area at least the doctor was no longer regarded as a "generalized 
Wiseman” but was seen by most people to be a variety of specialist with 
expert skills in one scientific field. It seemed to us that as we moved 
fiirther inland and southward, the doctor retained more of his tradi- 
tional prestige. “Generalized wiseman” is a very good description of 
. r °l e be played in some communities. We saw the town doctor act- 


ing as substitute preacher, as head of the local school board, as leader 
jn civic and social organizations. One grateful patient remarked of 
is physician, “He was more than our doctor, he was our spiritual 
adviser.” What does it do to a man’s relationships within the hospital 
when he is treated with such respect outside of it? One disgruntled 
office worker complained: 


The trouble with our doctors is, they have been spoiled rotten by this 
^ town. People think they are gods, capable of doing no wrong. 
Cluptcloj 1 ^ >arS ° ns ’ System. Glencoe, Illinois: The Free Press, 


* 95 *. 
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It is probable that the respect which formerly was accorded to all of 
our professional groups is now in process of change, as the general 
educational level of our society rises, but the extent of that change may 
vary from one locality to another. Where the doctor is treated with 
something close to idolatry his relationships will differ from those of 
doctors in areas where they are seen to be one kind of scientist among 
others. 

Nurses called another possible regional difference to our attention. 
They insisted that in the South the doctor-nurse relationship was modi- 
fied by “Southern chivalry.” A nurse who received her professional 
training in the North said: 

I have to admit, down South the doctors were more gentlemanly. Chivalry 
really works down there. For instance, up here we are always carting 
things around, but down South if anybody saw you trying to haul a cart 
around, they would rush over and say, "You aren’t supposed to do that, 

II “ *°° heavy for you. Here, let me do it." And so they would take over 
all the heavy work. I have to admit, the Southerners were gentlemanly 
toward us nurses. 


We were skeptical until we went South and found, to our surprise, 
that the doctors in the hospitals we studied really did treat the nurses 
more courteously. The nurses related to us how they had taught South- 
ern manners to certain interns and doctors who came from the North. 

cy too t cm gently to task, for example, for using profanity in the 
presence o a nurse. The hospital administrator agreed that this was 
true, and commented: 


Y^r. V T h t ^\ at Sorl during my intern days in New 

vu . fl ® 1 ro . m start was determined not to have it down here. 

We just never let it get started. 


intrnvW?^ Cn !i' *! ie Sout ^ crn hospital seemed to experience more 
r, dtd Northcrn oncs of our acquaintance was that of main- 
bid T i Vlsmn 2 hours. Until recently, one Southern hospital 
™ r?bl m l St unrcstri “ cd access to its patients. We heard, for 
t . ’ If ? ! c . P ast fam,1 y members had brought cots with them 
™ ^ S* c nS1 ? d ° n , skc P in S Reside their hospitalized sick. In 
this part of the South, and possibly throughout the South generally, 
fanuly relationships are traditionally very close. It is possible that the 
sick individual has greater psychological need for his kinfolk than 
would a person who comes from a cultural area where family ties are 
loosened earlier. At any rate, the Southern hospitals we studied were 
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finding it difficult to keep visiting hours regulated and the extent o£ 
the difficulty seemed to us to be greater than elsewhere. 

More data than we have now would be needed before it could be 
said that any of these variations are truly regional in character. These 
few observations, however, may be sufficient to indicate that it is dan- 
gerous to overgeneralize about “hospitals” or “doctors” or “patients” as 
if all were alike. Situations change and they do not always change 
everywhere at the same rate of speed. Regional and local tradition and 
social custom may act to modify broad trends. 


City and Small-Town Differences 

The data in this part of the chapter might almost as easily have been 
classified under headings “big versus small hospitals,” or “rich versus 
poor hospitals,” or even “research and nonresearch institutions.” How- 
ever, all of these factors seem to come within an even more basic dis- 


tinction between metropolitan versus small-town hospitals. A big city 
provides an abundance of patients for clinical material and the research 
possibilities in a hospital in such a situation may attract outstanding 
names in the fields of medical sciences. In the train of the great men 
will come young and ambitious students and wealthy patients. As the 
prestige of a hospital expands, its powers of attraction continue to 
grow. There are negative attributes to bigness too, of course, and these 
will be examined later, but first one must admit the very real advan- 


tages which accompany a metropolitan location. 

A big city institution which is willing to pay the price can set high 
standards of selection in all classifications of personnel simply because 
it has a larger labor market to choose from. It may be selective even 
in lts choice of trustees, for there are more prominent citizens to choose 
among. The small rural hospital must make the best of the human 
materials close at hand. Even in the big city, of course, not all hospitals 
arc big. The smaller ones may resemble those of similar size in small 
towns more than they do their larger neighbors in the metropolis. 

The large cities typically have many hospitals, and in time a division 
0 VVOr k ma y occur among them. For example, one hospital may take 
c majority of medical indigents, thus easing the financial strain on 
t e others. A hospital may acquire a specialist who becomes famous 
0T a P 3rt icular type of surgery and thus come to emphasize the surgi- 
f 3 toother hospital may gain a reputation for being patronized 
oy the very rich, or a particular religious group. Physicians, patients, 
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and townspeople generally become acquainted with the reputation o£ 
local hospitals and choose among them accordingly. 

A hospital with a fashionable clientele sometimes attracts two oppo- 
site kinds of people. The very rich may serve on its boards and com- 
mittees and also come to it as patients, while the very poor will also 
be attracted because there will be larger funds for charitable purposes 
there. A hospital which is not patronized by the social elite nor sup- 
ported by taxes may be unable to attract either extreme, for it lacks 
funds for charity, and personnel enough to give special service to the 
rich. It is more likely to attract persons from the middle strata of 
society at all levels from trustees to patients, and to watch its budget 
at every step of the way. It cannot compete with the richer hospital 
either for clinical material nor for research funds but, like the small- 
town institution, it may offer patients and personnel a greater warmth 
and intimacy. 

I Patients sometimes get their own ideas about which hospital is 
.pgood or bad.” These notions may be based upon first-hand informa- 
Hion, or they may be entirely irrational or based only on hearsay reports 
an local prejudice. In a small town, people sometimes have no choice 
and must use the only hospital within reach of their homes. In the city 
they have more latitude. 


p^ot only are city hospitals influenced by the reputation and prac- 
yces ot other hospitals, but they are hemmed in by other types of insti- 
uuons as well. Since any major industries are likely to be unionized, 
me nospital must compete with union wages and fringe benefits to 
?! r k cc P. s ? Usfi f d employees. It is therefore more likely to have 
pe c policies similar to those of industry, with carefully struc- 
'wwT SC SCaCS> . iob cvaluation systems, and all the rest. Usually 
nnrtinn and ma i or industries there is also a considerable 

Hr rn «aWr C Which has hos Pitahzation insurance. This may 
aetto stabilize the hospital financially. 

^ dustr ‘ cs > however, sometimes attract a footloose 
f° P ,1 ' > CrC t ^ C sma h-town hospital has a relatively stable labor 
T S W ^° ^ avc known each other all their lives, the 
ty p may ave many more transient employees who cannot be 
relied upon to turn up dependably in good times Ld bad. 

me presence ot a great population usually leads to the elaboration 
of social agents and well-defined patterns for caring for the poor and 
handicapped. Some small-town hospitals face the heartbreaking task of 
turning away all but the most desperate cases. Once an impoverished 
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individual is accepted as a patient, he may be kept in the hospital 
longer than is medically necessary since there is no welfare system to 
help him adjust gradually to being on his own again. In the city, the 
patient without personal financial resources can get help from welfare 
agencies both before and after hospitalization, a fact which brings a 
greater ease of mind to hospital personnel, as subsequent quotations 
will show. 

City hospitals are more likely to be associated with universities and 
medical schools than are hospitals in small towns. This can also affect 
morale insofar as the affiliation influences the prestige of the hospital. 

So far we have described the situation as if from the outside or fron^ 
a great height. We have seen how hospital management in a metro- 
politan area has the opportunity to be selective with regard to per- 
sonnel, while at the same time its freedom is limited by the presence 
of other institutions. How does such a situation appear to the person 
who works inside the hospital and looks out upon the community? 
The same factors which provide freedom of choice to the institution 
represent competition to the employee; competition for jobs, for recog- 
nition, for promotion. An ambitious person may enjoy this strife while 
another individual may feel that it isn’t worth the demands it makes. 
One young doctor who was highly regarded by his colleagues stated 
that he had refused an internship at one of the large research centers 
where he had served as a medical student. 

I hated it there. The thing that got me down was this great hierarchy. 

] The medical student was practically dirt. He had to follow the intern 
t around and the intern followed the resident, the resident followed the 
\head resident, and so on up the line. You were always back about eight 
paces behind the physician and whenever you toured the wards you did 
jt in a great mob. The same thing in the operating room, there were 
always about seventy fellows ahead of you and the only thing you were 
allowed to do was to deliver one baby a year, or something. Another 
thing, there was an awful lot of intrigue going on. Somebody was 
'•always sniping at somebody else and you never knew where the next 
potshot was coming from. 

Now at the Samaritan it was altogether different. There were only 
two interns there at one time and you had an enormous amount of 
experiences and were put in a position where you had to make a 
decision. There just wasn’t anybody else around to pass it on to, so 
yon acted and learned by acting, rather than having somebody tell you. 
Maybe that was rough on the patients sometimes, but it was wonderful 
experience for a young doctor. After all, eventually you have to go out 
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on your own and face the patient’s situation. I felt we got wonderful 
training. The doctors at Samaritan were swell too. There was a wonder- 
ful spirit. You were called “Doctor” right from the start and treated 
just the same as anybody else. You lost your fear of those men and didn’t 
feel subservient to them. At the other place you always felt as if you 
were one step above a grasshopper. 


If competition is rife, and sometimes distasteful, there are also ad- 
vantages in this hier archical .structure. There is a stimulation in such 
a situation which keeps at least some individuals striving to improve 
the quality of their work. The presence of lower echelons puts pres- 
sure on them to keep ahead by constantly adding to their education 
and experience. Similarly, the knowledge of higher echelons acts both 
as a discipline and an encouragement, since the system provides au- 
thorized or legitimate ways for advancing oneself. For better or worse, 
depending upon the point of view, the smaller hospital lacks this hier- 
archical arrangement. For example, one nurse commented: 

In the rural hospital, too, many things arc left up to one or two people 
and it can t help but seem arbitrary. You know that your superior can 
i arge you on impulse and since there aren’t any other hospitals in 
town, you are at his mercy. That is bound to mean tension in the rela- 
tionship, almost regardless of the personality factors. No matter how 
wen respected the superior may be, a person is going to feel a little 
nervous w h en there is only one court of appeal. You might say the 
EE? P ? du [ C 1 is , mor e elaborate in the city, more minds arc 
it » so e w ole thing seems more rational to you. Down here it 
matter n f C tf?' CI -T S ',T here . aren,t an y standards even for wages. It is a 
the disere r!T » k ar g a imng and nobody ever apologizes or explains 

Isn’t anv^ nC,C, f 1 S T S ! ’ m jU$t n0t Used to Another thing, there 
^rncbiv dTJr adV3ncCmcnt here cJ ther. You have to wait until 
much distinct!, i* rC u° U . C3n a head, and even then there isn’t really 
and evervbod ° V ° ^ OU ^ avc wa S c differentials and increments 

and eserybody knows what they are and where they stand. 

trone to thehi^v^^j 3 ^ ^ rom a village who had 

brourht a de returned, didn’t contradict that story at all but 

brought a decidedly different perspective to it. 

and better nfT ? ladc ,^ ettcr wa g«, but in the small town you are happier 
“X s ; For instance down at Metropolitan we 

a little bit late °T l ° ^ 0f a l ) ‘ ccc cai >dy. If you came in even 

h f^r WCre allcd d0Wn - had to regiment u* 

there because there were so many nurses and they couldn’t afford to 
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give us privileges, or felt they couldn’t. Here you feel perfectly free. 
Everything is done to make you comfortable, and the girls don’t take 
advantage of it cither, they think of each other and everybody pitches 
in to get the work done. Down at the Metropolitan everybody was just 
an individual, thinking of themselves. That was true of doctors and 
nurses and patients too. Here you are much more of a group. The doctor 
and the nurse and the patient all know each other. They know each 
other’s weakness and strong points and make allowances for them and 
you all work together toward the same end. It’s just a different feeling. 
At Christmas you have a party and if it is your birthday they'll make 
you something a little special down in the dining room. There is just 
that personal touch all along the line. If it wasn’t for the wages, none of 
us would go anywhere else, but as it is, I must admit, you get the 
feeling sometimes that you can’t afford the luxury of staying here. 

These quotations have been chosen from extreme points of view in 
order to bring into clear focus the contrast between city and small town. 
This is not to say that hospitals in either place necessarily take full 
advantage of their respective opportunities. Small-town hospitals can 
be cold too, or relationships may become so uncomfortably dose as to 
seem an invasion of privacy. On the other hand, hospitals need not 
passively accept their handicaps. Some of the largest have worked hard 
t° increase the warmth of relationships. Generally speaking, however, 
people who have moved between city and town tend to stress, on the 
one hand, the advantages of wage and promotional system in the city, 
sod on the other the satisfactions of simplicity and kindliness of the 
small town. Which has most appeal to any one person probably de- 
pends upon his individual personality and background. 

Two aspects of this city-town comparison brought forth intense feel- 
among those interviewed. One aspect was the extent of the division 
of hard labor: 

.The only thing you were allowed to do was to deliver one baby a year, 
°r something. 

While this was an obvious exaggeration, other interns, nurses, and j 
technicians who had trained in the city made similar statements. They | 
reported that the big hospital gave them excellent theoretical training 
1 °PP° rtunit y to watch experts at work, but that the presence 
0 arge groups of students prevented any but a few from getting suffi- 
cient practice of their new skills to buld up self-confidence. The small- 
town nurses insisted that their training was superior for just this reason. 
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We found that out when we went on affiliation . 3 They were forever 
putting our girls in charge of the other students and we caught on to 
the reason. It was because we could move into any situation and take 
charge of it and they couldn’t. Of course we had been taught a lot of 
things they hadn’t, like how to start intravenouses and how to cathc- 
terize patients. When you don’t have enough interns to go around, you 
just have to learn to do such things yourselves. It gives you a feeling of 
competence, you are a better nurse for it. But those other students, they 
had to wait and ask an intern to do things for them. We could just pitch 
in and do most anything. 


< other topic on which strong opinions were voiced was the rela- 
tive warmth of relationships between patients and hospital personnel. 

In the large hospital you never really get to know your patients at all, 
you are too busy to get acquainted with anyone. Here you either know 
t em personally when they first come in, or somebody in your family 
mows them. Even if it is some old crab, you wait on her anyway 
because you know perfectly well that if you don’t, sooner or later you 
, , Car . i ° Ut 31 bome as ^ word gets around town. Also you 
, ° ta , e good < ; are °£ t ^ ie patients. You know their home circum- 

, C f ? nd y°u can t help but realize what their illness means to them 
awfnl W r KS ' 0£ o C0urse h ha$ bad side, too. They expect an 
strantrc^anvT ^n' -j° mC ° f t ! ,e girls sa y the y ,<J rath " wait on a 
lot of a r>a»- y Bc ” dcs ’ somet »mcs we can see perfectly well that a 
have to r Pr v- S tr ° U L bl = ma y comc ^ rom his home environment but you 
the first ' m A g °, ^ t0 . tbc samc situation which made him sick in 
counselling «!' ■ ™ tbere .‘ snt anybody in town to turn to either; no 
discouraging. ^ S ° C ‘ a workcrs ’ not hing. Sometimes that is pretty 

portion of UK 'clientele 'fnd' 7 ’ r ? ral c ? min ’ may draw 3 largc 
hood A church j”. cm Pi°y ccs horn its immediate neighbor- 

Its apptl cantS m3y “ iwo suah a “tion. 
place to work and, V '° 1<s ° wn rcIl S'°us community, botli as a 

Uvea in a ,1™ ? ' or,'” * h ' 3 '' d - 3 ^ 3 hos P ital 

there may be all the T“’ ? P sycho, °S lcal village. Within >t 

y the warmth and mttmacy of the small town. 

2 A small general hospital with , , , 

of these students by sending thrm ■< °° J? r ? ur!es w ‘" often broaden- the experience 
learn to care for illnesses not r QVl -r~i °k a f . ,ation " ,0 another institution, where they 
losis or mental diseases. On these nffii ? the,r par ' m institution; for example, tubcrcu- 
from other schools and have opnomir,;,!* 1 . 10 "* ** S “ ls come int0 contact w ‘th students 
ty to compare notes on their respective experiences. 
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It is probable that the major differences between city and town hos- 
pitals are already being sharply diminished. The average small-town 
hospital today is much better equipped technically than twenty-five 
years ago, and the big city hospital frequently has made marked ad- 
vances both in personnel relations and in the psychological care it can 
offer its patients. Skilled leadership in either situation can mitigate 
extreme situations. Even with the best possible leadership, however, 
the problems faced in the city are different from those in the small 
town. 


Community-Hospital Relations in Towns 

It was easier to observe the part a hospital plays in the life of a 
small town than it was in cities. We are not certain the two situations 
are really comparable. At any rate, in the town the hospital quite obvi-1 
°usly is an integral part of the community around it. Any change inj 
the hospital was seen promptly reflected in the form of community 
response. 

For example, the basic organization of one of the hospitals we studied 
had recently been modified. The doctors in this town had always en- 
joyed the highest possible reputation. The hospital had become accus- 
tomed to having nurse administrators who deferred to the doctors just 
as everyone else did. During World War II, the younger doctors were ^ 
drafted by the armed services and the older men were left with an 


overpowering amount of work. Suspicion arose that under the pressure 
of quantity the quality of their workmanship was beginning to suffer. 

riticism of the hospital began tc mount within the community itself 
a nd people began to patronize hospitals at a greater distance in prefer- 
to the local one. The board of trustees decided to take action. 

J replaced the nurse superintendent with a man who had a pro- 
fessional degree in hospital administration. 

new set of rules and regulations went into effect. The doctors, 
a ter years of untrammeled freedom, began to learn what they must do 
|° * eta * n hospital privileges. They must keep their patients’ charts up 1 
? They must submit all operative materials for laboratory inves- I 
a nd so on. The new practices were commonplace in most 
(pj hospitals, but to these doctors they seemed an affront. They 
1 have somebody giving them orders, even when those 

? r Crs Wcre agreed upon by the medical staff as a whole. Added to the 
Cat cn gcndcred within the hospital was that coming in from the com- 
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munity. In this small town, wives of hospital trustees and wives of 
doctors met around bridge tables and veiled references — not too well 
veiled— were made concerning the way “our doctors” were being 
4‘pushed around” by a stranger in town. The force of public opinion 
was being combined with that of individual doctors and it seemed only 
a matter of time before the new administrator would give up in despair. 
In some communities, people have long memories. To understand 
^hy they feel as they do about an institution, it is necessary to look 
behind present circumstances and get a historical perspective. In one 
town we found two hospitals. The first was founded by the social 
elite. Its board came from the “best families in town.” Its doctors, a 
closed staff, came to have so much prestige that they controlled local 
medical practice. In time a second hospital was built by a religious 
agency. Since the religious group which supported it was a minority 
in town, this hospital had to work hard to win both community sup- 
port and patronage. It did considerable work among the poor and it 
appealed to all social classes for funds. 

Today these two hospitals are much more similar than they are dif- 
Cr “ir financial standing is about equal and many doctors serve 
on both staffs. From an outsider’s point of view, both offer equally 
goo service to all classes of people, yet the community persists in 
seeing them as very different. The first is considered the more fashion- 
awe and m fact does retain a large share of the “carriage trade.” It 
continues to have the higher medical reputation. The community, how- 
p.^ r ’| CCnSUrCS because it is believed to offer less humanitarian service. 

j I rCSISt ’ s ° m etimcs fiercely, its efforts to collect money on bills 
nressmp^V t0 “ SI " cerc m bcl 'eving that it has no moral right to use 
_] on „ ' » od y knows” that the other hospital has to struggle 

2in 1UaIS fccl stron g community pressure to pay its bills 
opinion in th , ' Sgr ^ ccd in front oE lhc neighbors. A survey of public 
elite hospital as these: ^f >U ® ht ° m 5uch odvl:rsc comments about the 

amo™t”of l mone? d T d'H E °' "“'S' ■ • • "“ted a certain 

and so did I. y ’“ I ° ldnl k ave ai »y--.so they became indignant 

status. 1 £Ct BOOd treatmcnt l b frc unless you have money and social 

X hospital takes anybody, money doesn’t matter. It isn’t like that at Y. 
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These community attitudes were reflected in the morale of employees, 
particularly those in the business offices who had the task of present- 
ing bills. 

Since the community survey was completed, the elite hospital has 
conducted a public campaign for funds. Perhaps people realized at last 
that this hospital wasn’t so very rich after all, since it was soliciting 
widespread support. At any rate the community responded warmly and 
the necessary funds were raised. We have no knowledge of the extent 
to which this campaign may have changed local attitudes, but one may 
wonder what it means to a hospital when it turns from a small num- 
ber of wealthy donors to a great many donors of all social backgrounds. 
^Does becoming a donor make an individual more demanding of hos- 
pital service ? Or, on the contrary, does it give him a fund of good will 
toward the institution he has helped to support? ^ 

One clue to the answer to that problem may be found in the sturdy 
support given to some hospitals by their women’s auxiliaries. It is com- 
mon in America for groups of women to associate for the purpose of 
rendering voluntary service to their local hospital. This is in line with 
our whole tradition of voluntarism, and is looked upon with wide- 
spread social approval. The auxiliary often provides the hospital with 
funds for purposes which otherwise might go unfulfilled, for instance 
providing a coffee shop for the visitors or raising funds for an other- 
wise unobtainable iron lung. The auxiliary further supports the hos- 
pital with services, for example manning the library cart and making 
its books available to all of the patients. We did not have opportunity 
to make the careful study that the auxiliary deserves. It became ap- 
parent, however, that sometimes considerable finesse was required on 
the part of its leaders and the hospital administration if the work and 
gifts of volunteers were to be incorporated into the life of an ongoing 
institution most effectively. When these efforts were successful, there 
were obvious gains in community good will. The sympathies and hard 
labor of many persons were thus rewarded and the hospital was ele- 
vated to a new level of community prestige. The woman’s auxiliary in 
such instances serves as a bridge of good will between the hospital and 
its community. 

To return to finances, there is one more aspect which requires atten- 
It doesn’t help an institution to be favorably located, with the 
best brains and equipment close at hand, if it can’t afford cither. In fact, 
what could be worse? One thing could be worse, we found, and that 
15 l ^ c belief that funds were available but being withheld arbitrarily! 
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There are, it seems, two sides to the financial question. First and most 
elementary is, how much money is available? Second, what is the atti -/ 
tude which management brings to the subject of expenditures? ‘ 
In one hospital, the doctors, nurses, and patients seemed uncertain 
just what the financial status of the institution was. Some believed 
that it had ample funds and that the administration was just stingy 
about spending them. Others felt equally sure that the hospital was in 
seriously straitened circumstances. A survey of student nurses revealed 
itfiat 31 per cent of them thought the hospital operated at a gross profit, 
a5 per cent thought it operated at a loss, and 34 per cent thought it was 
breaking even. What did this mean in community relationships? How 
could these nurses answer irate patients or neighbors when the subject 
of hospital prices came up for discussion? Wc felt that this hospital 
was paying a high price for its approach to financial problems. A 
clearer and more realistic policy might have brought about a change 
for the better in both public relations and employee morale. 

Finally, the hospital may be seen to reach back into the community 
to shape and reshape prevailing opinions concerning it. One important 
influence stemmed from the atdtudes shown by employees, not only 
^toward patients as might be expected, but toward each other as well. 
Where they were in basic harmony among themselves, we saw them 
also offering warmth and humanitarian care to patients. The correla- 
tion between good employee relationships and constructive attitudes 
toward patient care seemed too close to be coincidental.yFerhaps both 
were the result of basic satisfaction people were feeling in the work 
t ey were doing among people they believed in. One thing seems sure, 
attitudes are not due to individual personality alone. They are to 
some measure sustained and nourished (or beaten down and dis- 
courage ) by the total situation in which people find themselves. Any 
program for improving public relations, therefore, might consider the 
state of mind of hospitaLemployees. One would want to know how 
much respect supervisors and workers showed to one another in daily 
and casual contacts, and whether the administrator, the doctors, and 
trustees were in reasonably harmonious accord. A hospital full of ten- 
sions among its work force is not going to be a restful place for patients 
to recover m. 

/ 

Summary 

Hospitals, like people, take on character and personality. Some 
attributes arise from the regional or local setting and its traditions 
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and customs. Any hospital, whether in the big city or small town or 
rural area, will be influenced by the community from which its 
patients and employees are drawn. The community knows what prices j 
the hospital charges, what wages it pays, and how its patients are ( 
treated. Once it forms an impression of the character of the hospital, 
that interpretation clings and is very hard to change. Thus historical 
events influence the present by providing a framework within which 
it is comprehended. 

The hospital, in turn, is an integral part of its community, sharing 
in its culture and influenced by its social system, its complex of people 
and institutions. No hospital can be considered as a thing apart. It is 
this bundle of interrelationships, this network of human understand- 
ings and misunderstandings, which makes the study of hospitals so 
challenging. 
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THE PATIENT AND HIS FAMILY 
IN THE HOSPITAL 


IT IS IMPOSSIBLE to understand the organization and activities of 
a hospital without keeping in mind its central function, and the fact 
that the patient is physically present to remind the workers that that 
function is patient care. Patients and their families have a continuous 
and far-reaching influence on relations among the employees. 

I. Social Attitudes Toward Disease ^ 

Hospital workers reflect the general attitude of society toward dis- 
ease. Illness characteristically calls forth a certain inconsistency on the 
part o well people. On the one hand there is a feeling of compassion 
an e impulse to help and, on the other, discomfort and a wish to^ 
avoid the sick person. The avoidance is particularly pronounced if the 
possi i lty o giving effective help is slight Even professional hospital 
peop e must sometimes make a special effort to maintain their interests 
in the chronically ill. 

Society also exhibits an inconsistent attitude toward the relationship 
ot the sick person t 0 his sickness. The sick man is absolved from many 
social responsibilities. It is recognized that for a time he can't be 
economically productive. He isn't expected to make the same effort 
as a well person to maintain pleasant social relations. He has a right 
to be somewhat pettish. He is not, however, absolved from an effort 
to get well. He is allowed a little respite from life’s full responsibilities 
but he must make an effort to get back to them. He must use the 
26 
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healing resources which his society makes available to him. If he is 
suspected of having become “hospitalized” the sympathy of those 
caring for him is apt to be withdrawn. 

II. The Attitude of the Patient Toward Those Who Care 
for Him 

It is well recognized that the ill person tends to develop a dependent 
attitude. Illness is not only hampering but frightening and the ill 
person needs to find a source of security outside himself. The sick and 
his relatives therefore have a strong tendency to invest the practi- 
tioners of the healing arts with an aura of extraordinary ability. 

The dependency of the sick man on his esteemed physician gives 
him comfort but at the same time hurts his self-esteem. Since it is 
human to protect one’s self against self-disparagement by disparaging 
others, there is also a tendency to belittle the physician and his col- 
leagues. Probably all men everywhere display both of these attitudes 
but an increased sophistication about medical matters today gives their 
expression a special character. The rise of the general educational 
level, the efforts at public education in health matters by various na- 
tional organizations, and the discover}' in recent years by publishers and 
broadcasters that health information, or misinformation, increases 
sales, have resulted in patients who are better informed about medical 
batters than any previous generation and a public who believe them- 
selves to be better informed than they are. Such patients are not as 
ready as those of the past to accept the physician’s unsupported state- 
ments. They want explanations and reasons and not merely prc> 
nouncements. One of the most frequent complaints we have hear^ 
about physicians is, |“He won’t take time to explain things to 
This has its repercussions in human relations in the hospital. e 
®^or in making rounds ran spend only a few minutes at the i e 
of each patient and often doesn’t have time for the extended explana- 
tions which the patients crave. Since the nurse is on the nursing oor 
j°r long periods, the patient turns to her for explanations and detailed 
information about his illness. It has been a part of the ethics ot ^ 
jmrses and other paramedical workers that they' must refer the patient 
ac * to his doctor for answers to all such inquiries in order to avoid !. 
infusing him. As the patient becomes able to ask more and more 
Penetrating questions, it becomes increasingly difficult for the nurse to 
them without giving him the impression that she knows css 
u t medical matters than he does himself. 
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/111. Effects of Increased Utilization of Hospitals 

In Chapter I we pointed out that while the hospital formerly served 
one segment of the population it now cares for people from all eco- 
nomic levels. In the beginning it served only the indigent. Then, 
when it became the place of choice for treatment of many conditions, 
the wealthy began to use the hospital services. It is only in the past 
quarter-century that people from the middle income groups have 
begun to come to the hospital in large numbers. Nurses, as a rule, 
do not come from either very rich or very poor families. Until a 
short time ago, therefore, they were caring professionally for groups 
with which they had little nonprofessional contact. This made it rela- 
tively easy to establish a purely professional relationship to them. The 
hospital developed clear, though not consciously formulated, patterns 
of behavior toward these two groups of patients, which the nurse in' 
training readily made her own. With the sudden influx of patients 
from the middle income groups, the nurse was confronted with the J 
necessity of relating herself professionally to people with whom shcL 
already had patterns of informal behavior. Hospital personnel now 
must interact with representatives of the entire social spectrum. The 
appropriate attitudes and behavior are more fluid and less clear than 
they were in the past. 

Formerly going to the hospital was a very momentous step and only 
the seriously ill considered it. Now hospitalization insurance permits 
people to seek admission for even minor ailments. It is generally 
recognized that patients with minor illnesses are less ready to accept 
the dependency which is involved and are more apt to be critical and 
demanding. At the same time they do not call forth such strong feel- 
ings of sympathy and the desire to help as do the seriously ill. These 
mildly ill patients “who could just as well be cared for at home 
on the whole give hospital personnel less feeling of professional satis- 
faction than those more obviously in need of care. 

Another conspicuous strain which has resulted from the increased 
use of hospitals stems from physical overcrowding. Patients are kept 
waiting in the admissions office until Vbed'is available. More beds are 
crowded into rooms and wards, and more people are needed to care 
for patients, so there is a lack of space, interference with one another s 
work, and greater difficulty in maintaining attractive surroundings. 

Until the great expansion in the demand for hospital services, there 
was little effort to relate hospital charges to the costs of individual 
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care. The poor received their care as a gift in response to their need. 
The charges to the wealthy were not based on any careful ana ysis o 
actual costs. There was not detailed enough cost accounting to make 
this possible. In fact it was sometimes assumed that charges should e 
greater than costs, as this was one way in which the rich could pay 
for the care of the poor. Hospitalization insurance has brought in 
more precise cost accounting and an effort to bring charges into line 
with costs of services. It may be that the patient who feels that he is 
paying for precisely what he gets tends to be somewhat more e- 
manding. 

The greater use of the hospital also has its effect on public relations. 
There is a much wider first-hand community knowledge of the hos- 
pital and more public awareness and concern with its virtues and its 
shortcomings. This as we shall see has its repercussions on the human 
relations in the hospital. c 

IV. The Influence of Visitors on Relations in the Hospital 
The patient usually derives a great deal of emotional support from > 
his family, and regular visits are important to maintain this support. 
They may be necessary if he is to derive the fullest possible bene t 
from hospital care. The anxiety of a mother that her young children 
aren’t being properly fed and supervised, or the worry of a brea 
winner over family finances, is usually alleviated, at least in part, y 
family visits. When family ties are maintained, the patient’s post- 
hospital recuperation and return to full activity are smoother. 

Visitors often bring to the attention of the nurses situations of w 1 
*ey should be aware, but which patients for one reason or another 
do not mention. The patient, in the hospital twenty-four hours a day, 
sces the entire routine and realizes that there are other patients in 
ncc d of care. His visitor is apt to be aware of only the one patient, an 
therefore to appear to the nursing personnel to be demanding speaa 
privileges and consideration. _ . . , - 

. Visitors, however, are sometimes a strain for the patient. His nen s 
tire him or bore him. Tactless relatives may remind him of worries 
or discourage him about his progress. They have been known to gi'C 
him medicine of their own choosing or add food to a strictly con 
trolled diet. A nurse reported that she overheard a mother saying to 
^r child, “Here comes that bad old nurse to stick you again. . isitors 
<*0 complicate hospital activities. Their mere presence interrupts ward 
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routine, and even the most self-effacing and cooperative consume time 
which could otherwise be given to patient care. 

The problem caused by visitors has grown since hospital beds have 
been used to capacity. Hospitals nearly all seem to find it necessary to 
exercise stricter control over hours and numbers of visitors. A ward 
supervisor said this about the problem of visitors: 

For example on the ticket system for visitors, they started that two 
years ago and it took them two years to get it really running smoothly. 
Since this town is so small, people were used to a friendly pleasant 
atmosphere, but when people began taking out Blue Cross insurance 
and the hospitals became so crowded, we just couldn’t keep up with 
that many people around. There had to be some order. 

Relations Among Patients and Possible Significance 
The relations among hospital workers are influenced not only by 
individual- patients, but_by their interactions with each other. Since 
the average length of stay irTthe hospital has been very greatly reduced 
in recent years, patients have less opportunity than formerly to develop 
a hospital social life. On the other hand, the increased utilization of 
hospitals means that patients return more frequently. Through re- 
peated visits they become well acquainted with the hospital and they 
may even find some patients whom they have known on former 
visits. There are still a good many conditions which require prolonged 
ospital care. A patient who had spent five months in a semiprivate 
room said: 

This is my first trip to the hospital in twenty years, so I wasn’t quite 
^ r ^fv, re • * Was sur P r hcd to find out how friendly people are 

and how quicWy you get acquainted with them. Now when I first came 
1 had a fellow in my room named Mr. Wilson. He was here to have his 
appen ix out and he was only here five days, but we got to be bosom 
pals. In fact he came to visit me after he left. He has a farm and is 
raising a Palomino pony. He told me all about her, and I know a lot 
now about horse farming I never knew before. 

e next fellow to come in was an Italian and the same thing hap- 
bas been in to see me since he left too. 

Now this fellow who is in here now just came in last night. He seems 
to be a nice person, but he’s sort of quiet and I haven’t really got to 
know him yet. He is having his teeth extracted today so maybe he is a 
little bit worried about the operation. I imagine that he’ll be very nice 
and that the same thing will happen over again if he is here long 
enough. 
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Patients thus form two groups — the newcomers who are adjusting \ 
to the hospital regime for the first time, and the oldtimers. One of 
the latter group commented: 

I know all of these nurses well. I have been a patient here four times 
now, and my husband has been here twice. We feel that this is our 
second home, and hardly mind getting sick and coming to the hospital 
any more, because everybody here is nice to us. Time passes quickly 
because we are among friends. 


Early ambulation encourages patients to get together, and compen- 
sates in part for the shorter stay. The oldtimers give the newcomers 
p vice on hospital personnel and how to adjust to the attitudes and 
i personalities of various nurses. They may have had experience in 
several hospitals and enjoy making comparisons between them. They 
exp ain the hospital regulations and how to make adjustment to the 
cmands made upon the patients. The new patient is helped in this 
t0 “\ t0 hospital routines, when the nurses are too busy to give 
j, explanations, or when procedures have become so routine to them 
at 1 e y ^ to realize how puzzling they are to patients. 


Sarah Walsh died at forty-four years of age after spending all but 
t of them in hospitals. During the last sixteen years of her life she 
~ in the same ward. 

mor C Cn | 0 ^ being the Queen Bee on the ward, where she maintained 
to rC ° r ^ contr °l °ver other patients. Being here so long and known 
would 11311 ^ s ^ c have a lot of influence. When a new patient 

e ^ nC ' nt ° t ^ s ward, she would initiate them, tell them what to 
She * i Was ™ ore or less the orienting committee for the newcomers. 
caoneH 45 3n * ns P* r ation to many because she was so terribly handi- 
and yet remained cheerful, attractive and well adjusted. 


skilL U ? C ,°^ l h c need which almost all patients have to believe in the 
r elaUo' V V ° m ' benevolence of those who are caring for them,! 
fi^nc^ S - ^ ct ' vecn patients tend on the whole to re-enforce con-1 

invidion 11 thC Car ? the y are receiving, although at times there may be 
ml- t ^ c co . m P ar * son s between different doctors and nurses. 1 As a 
an d to en^ 3tlCntS M a ^ rou P tcnc * to bring the recalcitrant into line 
murage one another in carrying out their prescribed regimens. 

Icum-I 


patient* 


'Social Structure and Interaction Process on a Psychiatric 
of Orjhoprythjstry. Vol. XXII, No. a. (Gives an account of the 


Cn an open Wlri ^ re-enforced each others’ confidence in their doctors.) 
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VI. The Role of the Patient in Integrating Hospital Activities 
In Chapter I we referred to the fact that a mutual concern for the 
welfare of sick people on the part of hospital administrators and 
doctors has made it possible for the two to integrate their activities 
effectively even though the formal organization between them is a 
loose one. The patient has a similar integrative effect on the day-to-day 
operations of the hospital. Partly because of the crisis and uniqueness 
so characteristic of illness, and partly because of the dual authority of 
hospital administrators and attending physicians, it is impossible to 
prescribe invariable routines or completely clear single lines of author- 
ity. Ambiguous situations are a feature of the hospital. A high degree 
of effective cooperation is equally characteristic of it. This is largely 
due to the fact that all concerned recognize that the patient and his 
needs arc paramount. This book is concerned with the workers within 
the hospital, but it should be borne in mind that the patient and his 
illness are a very vital clement in the human relationships among 
those who care for him. 



PART TWO 


THE HOSPITAL 
POWER STRUCTURE 



INTRODUCTION 


HAPTER I, we pointed out that the modem hospital has resulted 
s ° ma transformation of a very dissimilar medieval institution of the 
m j i 131116 * The enlarged resources of scientific medicine created a 
care Th & CCn ! er w ^ erc they could be brought together for patient 
own 1 trans f°rnied itself from an institution pursuing its 

ac cording to its own standards and traditions, to one for 
gating the goals of an outside group, 
mo J C W °j rS m t ^ ie hospital carried on such familiar and com- 
tradY UI |^ ersl ° 0 ^ a ctivities as housekeeping, food preparation, and 
The 0316 s l m ll a r to that given by relatives in the home. 

Were ^ a ^. m ^ n ^ strat * on was to coordinate these activities. There 
the w ^ lCchnicali y a hstrusc elements in the situation to complicate 
oro-,„° r * an ^ hospital administration was essentially like that of other 
X-ons of the time. 

i n Q c mo ^ crn hospital all the activities arc directed toward facilitat- 
greate^ COm P^ cx highly specialized medical techniques. The 
T . c °raplexity of hospital operations demands far more skillful 
th e 2 ati ° f n t * ian * n past * Administration for the most part is in 
ac j m * . s °* others than physicians, but the purpose of the hospital 
patieius 5 ^ 310 ! * S t0 prov ^ e a siting for the doctor in caring for his 
sidcrat* ' an l^ a ^ min * strative decisions are governed by medical con- 
ait cntio° nS * *"* oct< ? rs > on t^ c other hand, for the most part pay little 
they exist,* 0 a ^ min ‘ 5trat * vc problems or are even scarcely aware that 
The 

tio n ^f^mation of the hospital has resulted in a unique distribu- 
a °ual 3U . r *ty* The formal organization is not a true picture of the 
xcrcise of authority. The power of the governing board to 
35 
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appoint them does not mean that the administrator and the medical 
staff simply execute policies determined by it. Decisions are arrived at 
rather through the interaction of these three groups. Though appoint' 
ment to staff membership is necessary if the physician is to exercise 
his authority, his power is really derived from his professional train- 
ing and competence. He speaks on hospital problems, not as a creature 
of the board but as a member of the medical profession. In many 
hospitals his appointment by the board is a mere ratification of a rec- 
ommendation by the members of the medical staff, since it is pretty 
generally assumed that only his professional colleagues are competent 
to judge his qualifications. 

The administrator is a creature of the board and receives his author- 
ity by delegation from them. But he is more fully acquainted with the 
day-to-day changing problems of the hospital than the board members, 
who can devote only a small portion of their time to its affairs. Th c Y 
depend on him for information and guidance in making their deci- 
sions. As one board president put it: 

I am a part-time man directing a full-time man. I can understand how 

Mr. James [the administrator] gets irritated at this. I don’t blame him. 

It’s hard for him. 

While it is hard for him, at the same time his detailed knowledge 
of hospital affairs gives him a leverage through which he can influence 
board decisions. 

Board, administrator, and staff are united in a common interest in 
adequate patient care, but each has special interests in particu ar 
aspects of the hospital activity and each initiates changes relate to 
its special interests. But none of them has complete authority to e ect 
changes. Changes can be carried out only through agreement an 
cooperation of all three. There are no clear lines that can be drawn o 
separate the areas of special interest of each. The concern for and t e 
authority exercised in regard to many aspects of hospital administra- 
tion by the three groups varies widely from one hospital to anot e 
and fluctuates from time to time within a single hospital. 

Where effective power is divided three ways and where the *1*° 
concerns of each of the three groups in authority cannot be s arp 
defined, it is obvious that interpersonal relationships will have^ a a 
influence on the decisions arrived at. These interpersonal relations 
grow not only as people deal with one another directly on °*P 
matters but in their interactions in other business situations an 
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INTRODUCTION 

The 'Yv structure o£ die community therefore has a definite 
■he hospital = Uman rela d° ns and decision-making processes within 

hn?'lY, SPCCt of this influence merits particular consideration. The 
commim Yur arc . VCry ' argc * y draw n from the social leaders of the 
social c iJv e y Slt together on many boards and move in the same 
The lcTflin S j° thc >’. learn t0 know and understand each other well, 
also so (I,/ ° Ct ° rS m 'Y commun ity move in much the same circles 
Ae two nroimYrYY undcrstand i n g develops between members of 
has eitheYrYf-' C h ° Sp ! tal adm inistrator, on the other hand, rarely 
these relationeMtYij- 01 SQC inl P r “tige to enable him to share in 
members arc w’l H ' S I 31 *, 0115 with . 1,0111 board members and staff 
“rained bv the- g y . co ? llned to hospital business where all are con- 
fers.: andbg XH t 10 ’";’ Th ' fU " er “ d m ° re roundcd mutual 
have a chance t , from mDre varied interactions doesn’t 

dons of the hnsnn-uY- ° P ‘ . e adm mistrator can influence the deci- 
w ith the other two , lumviratc oa ly through his formal relationships 
one another and c ’ ” CrcaS doctors an d board members can influence 
informal contacts t0 agrcements about hospital policy during their 

die truYo intYTYY thl ; thrc '.g rou P s may be stated as follows: 
the hospital- its fin, th ' m!c [ v “ primarily in the over-all policies of 
oommunitv.’A, l, j- C ' 3 , s ' ablbt y and the impression it makes on the 
Phal’s p u bli c relationY-nY? ’ • th . ey "* 'd' 311 !’ interested in the hos- 
trustees to a 1 * a ^ I ^ unistrator > while he shares the view o£ 

decisions. His con,.,. 0tte ? t ’ ls muc! i closer to daily administrative 
departmental relation/ r ' volvc usu aily around such problems as inter- 
ne has to think of n t “ordination of diverse working groups. 

* nd ‘""rest himsefffn ** P ° S j ibI ' int " nal * policy decisions 
do no, i... m many details of routine management. Doctors 

'ncern -.i . .. 


has to think of n , mc coord ination o£ diverse working groups. 
* nd ia "r«t htsefft thC P ° S j ibI ' in " rnal of Policy decisions 

do . not have to rn "’“‘l 1 ’ dctai1 ls of r °utine management. Doctors 
Primarily at ^ teehn-"! 1 th =mselves with these details. They look 
5bou ' finances or * “ ' ”' dlCal P robl ™ s > nnd d° not regard worries 
m to them. This “““ o£ bos P !ta l administration as of con- 
.“mmiitrators, and “ “aggeration of course. Doctors, 

“ thty dif; « in thHm t “ kat a!l diese nspects of the hospital, 

' ar| fl cannot m «n placcd U P°° diem. Th' b °rpi'tnl does 

** °dier hYT.h y !amc th ing t0 aIb 
d ^ reparated tY ° £ SpcdaI intcrcst to *<= diree groups 
drCU '° 31 nn/dT'ad^"' “ . no d “ r b«ween general 

7 adrnin * stra tivc decisions. Both types of decision 
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can have very Important effects on the medical activities in the hos- 
pital. And the doctors’ decisions can affect both hospital public rela- 
tions, and the internal problems with which the administrator has to 
deal. One can’t assign decisions in each of the special areas to the 
group most concerned with it, and leave that group to deal with its 
problems without regard to the others. All decisions must be integrated 
with one another and this cannot be brought about in the hospital by 
a referral up to a final overall authority. An effective integration in 
the hospital can only be arrived at by mutual understanding and 
accommodation on the part of all three interested groups. 



CHAPTER A 


THE BOARD OF TRUSTEES 


THE RESPONSIBILITY of the hospital trustee for the general policy 
of the institution cannot be understood without some conception of 
the voluntary nature of the role. The spirit of voluntarism in America 
has traditionally supported the idea that men can willingly band 
together for a common purpose without governmental controls. Thus 
outstanding citizens freely devote time and energy to a nonprofit 
enterprise from which they can derive no personal gain except com- 
munity prestige and inner satisfaction. Trustees serve, for the most 
part, because they are genuinely interested in the quality of hospital 
care and feel some obligation, as favored members of the society, to 
give their voluntary service. When a loose association of men governs 
a complex organization, innumerable problems of authority, special- 
ization, and definition arc created. The advantage of such control is 
that it is responsive to local community interests and preserves the 
flexibility essential to meet a swiftly changing situation. 

Who Are the Trustees? 

Trustees are usually chosen from among the more prominent mem- 
bers of the community, and in the hospitals we observed they tended 
to have attained high status in business or the professions. Representa- 
tives of old families with inherited wealth are often found on hospital 
t>oards. More recently, however, trustees seem to be chosen more for 
community influence or unique ability than for social position alone. 
A businessman who can lend his prestige to fund appeals or policy 
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decisions is valuable. So is an advertising executive who can contribute 
expert talents in the field of public relations. The strategic position of 
a prospective board member in the community at large is generally 
given first consideration. Docs he hold a place from which power can 
be wielded in the hospital’s favor? Is he likely to be able to influence 
the press, the city government, or the private donors to hospital funds? 
In one hospital the local newspaper editor and the president of the 
women’s auxiliary of the hospital were elected to the board although 
neither was wealthy nor conspicuously successful. The editor was 
chosen because he could arrange favorable treatment to news stories 
and provide much free publicity through editorials. The president of 
the auxiliary was chosen because the board thought that her presence 
would insure liaison between the trustees and the volunteer hospital 
workers, and add a feminine voice to an otherwise male board. 

The vice president of a board in a small hospital explained the mem- 
bership composition of the board in this way: 

I fed the board should include representatives from the top business and 
professional people and those that can really do something for the 
hospital. Some people think we should get some boys from the other 
side of the tracks, but if we did, they would just talk and not do any- 
thing, because they haven’t any influence. 

Another board president, after describing his work in fund raising for 
t e hospital and explaining how important a personal chat could be 
in obtaining a large gift, said: 

Our auxiliary does well too. Their main trouble is that they don’t ask 
ior enough money when they try to raise funds. 

Although certain board members recognize the need for bringing 
the young community leaders in, it is probable that boards tend to be 
heavily weighted with older citizens because of the qualifications de- 
manded for membership. It takes time to develop into a successful, 
prominent community leader and in a man’s early career he is perhaps 
too busy getting ahead to occupy himself with public service. Since 
age and high income tend to be associated with conservatism, it is to 
be expected that a board of trustees is usually conservative. Many 
harassed administrators and eager research-minded medical men would 
agree that one of the functions of the board seems to be to “drag its 
feet,” especially when finances are an issue. 
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It is not always easy to get good members for the board. The hos- 
pital in a small town, especially, may be handicapped by scarcity of 
citizens qualified for and interested in board service. Many otherwise 
outstanding people do not have the largeness of view, particularly in 
fiscal matters, which a board needs if it is to set far-reaching policy. 

The composition of a hospital board almost inevitably reflects the 
characteristics of the surrounding community, since the members are 
leading products of that setting. A board can be a mirror of commu- 
nity social relationships. It cannot assume a character or set goals 
which are radically different from those of the city in which it is en- 
meshed. This is not to say that trustees cannot exercise creative leader- 
ship, but the hospital is closely bound up with other institutions and 
with prevailing patterns of behavior. 

Responsibilities 

The board holds the hospital in trust. A private voluntary hospital 
1 V P r * vate donors to serve a community need. It is the respon- 

si mty of the board to provide and maintain an institution which 
wi serve these needs according to the wishes of the donors. It has 
a responsibility both to the terms of the trust and to the community 
^ ich the hospital serves. In order that it may fulfill this trust, it must 
c the ultimate source of authority. Individual trustees differ widely 
amou nt of responsibility that they exercise. Some attend the 
ar meetings once a year merely to confirm policies which have 
een determined by others, while some take an active, detailed inter- 
est in hospital problems. Boards as a whole also differ from one 
ospital to another in the degree to which they participate in the 
ormation, as compared to the ratification, of policy, 
j . . e pointed out in the introduction to this section that much of the 
i iati\e for major policy comes from outside the board itself, be- 
the^ S ° man ^ c ^°* ces are grounded on specialized knowledge which 
^trustees do not have. This seems to be an increasing trend. But 
able SC , tilC ^ arc a scnsc outsiders to the hospital system, they are 
c an arc often called upon to mediate between the goals of com- 
°f thfc^ r ° U ^ S ' V **k* n k The board’s relation to hospital policy can be 

f* 1 ) initiation of policy 

(b) transmission of policy 

( c ) mediation of policy 
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(a) There are times when the board must decide upon some im- 
portant change and work to carry it through. Excellent examples occur 
in the reorganization of smaller hospitals which have fallen on grim 
days. The major difficulty may be financial, but just as frequently it is 
an internal disorganization of one sort or another, especially the sort 
found when the administrator and medical staff are at loggerheads. 
At one such institution the president described his first steps after 
being chosen to head the board: 

First I fired the superintendent and brought in somebody I thought 
could do a good job. This place was saddled with debts. There were 
many months of bills outstanding and some creditors were getting 
worried about the hospital’s ability to pay. The first thing I did was to 
go down to the bank and borrow $25,000 to pay off the worst debts. 
The doctors had been fighting among themselves. There were two 
factions on the medical staff, and their batdes had split the whole town. 
Our hospital had a bad reputation and the public was beginning to lose 
confidence so I called the leaders of the factions together — they’re both 
younger than I am— and told them that they would have to get together 
and end this open warfare. Then I started a fund raising campaign and 
forced the doctors to contribute first. I told them they were benefiting 
from the hospital as much as anyone else. 


(b) The board may be called upon to transmit policy when an 
outside agency puts pressure on the hospital to improve its stand- 
ards or run the risk of losing accreditation. 1 The various accrediting 
agencies do not actually determine policy but the penalties for losing 
their stamp of approval are serious for the hospital. The trust imposed 
upon the board members cannot be fully met if minimum standards 
are not maintained. The trustees pay attention to these agencies and 
will fight hard for suggested changes that did not originate with the 
board. 


(c) When a suggested policy change is developed from within the 
hospital, as it often is, the trustees must monitor the proposal an 
attempt to resolve divergent aims. One interesting type of conflict in- 
volves the relative emphasis to be placed on research on the one nan 
and regular medical care on the other. Here, although the root of the 
difference is probably a philosophic disagreement as to the hospita s 
proper function, it may be brought to the trustees as a technical argu 

1 Accrediting agencies are voluntary in character. Member hospitals submit to 
inspection as a means of self discipline. In this way, adequate standards are maintai 
and regular improvements are encouraged. 
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meat; e.g., whether a particular type of research investigation is 
feasible. The board must then attempt to choose on information sup- 
plied by others. A group of generally informed laymen is thus called 
upon to decide between technically informed experts. 

Relations with the Administrator 
In a large industry, the board of directors exerts its authority mainly 
through a hired president or executive. The situation of the hospital 
administrator differs from that of the company president in two ways. 
First, hospital administrators are usually given much less discretionary 
power than a corporation president. They have been on the whole 
niuch more closely tied to the board and its wishes, and consult with 
it more frequently in decision-making. In the second place, the board 
of directors of a factory is in a position to delegate to the president au- 
thority over all workers, but, as we have pointed out in Chapter IV, 
the hospital board is not able to delegate effective authority over the 
doctors. 

The board itself occupies a unique position in hospital affairs which 
sharply distinguishes it from the business situation. While it lacks the 
proprietary interest of directors who have a financial stake in an or- 
ganization, there is often a feeling of responsibility exceeding anything 
found in other enterprises. A hospital board has a keen sense of pres- 
sure stemming from responsibility for human life. This makes for 
unculty in the delegation of authority, as trustees responsive to patient 
needs strive eagerly to be certain those needs are met. Reluctant to 
assign authority in matters which may touch life-or-death, they some- 
ttmes become directly involved in hospital operations. 

The amount of discretionary power which the board does delegate 
the superintendent varies widely. Many administrators feel strongly 
at the board should limit its activities to the formulation of general 
P° ’ey, but should stop short of detailed supervision in the day-to-day 
1 e of the hospital. Yet they express a desire that the board be inter- 
ested and involved. Perhaps one cannot have deep persistent commit- 
w ^ K> ut inviting occasional “meddling.” 

e board president whose sympathetic understanding of the diffi- 
hc^ ^° S *^ on his hospital superintendent was noted earlier, 5 when 
; I fj* arkcd on how hard it is for a full-time executive to be super- 
b y part-time trustees, nevertheless said at a later time: 

5 Introduction to Pm Two> p 3 g 
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Did you notice the color Jenkins [the administrator] put on the front 
hall? He went right ahead without asking anybody. I should have 
kicked his pants for it, but I didn’t because it’s unimportant. 

One administrator writes as follows about the general problems: 

On the negative side there is something more to expect. I want my 
trustees to know what not to do. Many of my colleagues dread the inter- 
ference of trustees in the routine administration of the hospital. Hus 
interference is generally conceded to be the greatest single threat to the 
authority of the administrator.® 

A very important feature of the obligation of the board both to the 
donors and to the public is to insure the permanence of the hospital 
and its services. This imposes on the board a very clear responsibility 
for financial management and most people probably think of this rst, 
as the trustees’ job. A prominent feature of nearly every report from 
the hospital administrator or his staff to the board is a balance s eet 
showing what part each specific department or activity plays in t e 
hospital’s economic structure. 

The board considers the effect of every proposed policy decision on 
the financial stability of the institution. If it failed to do so, it wou 
be unfaithful to its trust. This is obvious, but the necessary concern o 
the board with means is one of the commonest sources of misun er 
standing between it and those who are primarily concerned with en s. 
It should also be pointed out that attention to financial problems^ o t e 
hospital has its constructive side. Very often it induces the admimstra 
tor or the medical staff to re-examine certain of their goals an to 
clarify their own thinking. The board is the great asker of questions 
in the hospital. Why build a new wing? Why purchase new equip- 
ment? Why raise the salary of maids? The close questioning o ten 
irritates enthusiastic proponents of an idea, but it can be a safeguar 
against hasty or ill-examined actions. Furthermore, close attention to 
the budget is more than a banker’s concern for neatly balanced le gcj** 
The board may use financial management as a means of directing t 
hospital to certain goals, rather than make it simply an end in ltse * 
Money problems often symbolize underlying cross-purposes in co 
flicts which seem at first to have little relation to dollars and cents. 

Though all boards in discharging their responsibility must conce 

3 E. M. Blues tone, M.D., “What I Expect of My Board,” Hospital and Modern Society. 
Bachmeyer and Hartman, eds. Cambridge: Harvard University Press. 
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themselves actively with financial matters, they differ widely in their 
attitudes toward hospital finances, as the following quotations indicate: 

We have developed a research philosophy in this hospital. Our trustees 
once were very anxious about the balance sheets but they have educated 
themselves to accept the deficit as the price for intensive research work. 
They recently expressed remarkable attitude and insight for a group of 
businessmen. We were considering a candidate for the administrator’s 
position, since I will soon retire. This young fellow came up here and 
brought with him the books from his current hospital. He was very 
efficient and very proud of his balanced books. Our board rejected him 
as a candidate because he showed too much blac\ in\ in his books. They 
felt that he couldn’t be recording these beautiful surpluses if his hospital 
were doing all that it ought to in the way of medical care and research. 

— An administrator 

All that board cares about is how much will it cost. They pondered and 
pondered over the problem of buying a new deep therapy machine. I 
explained to them that if they bought the equipment and didn’t like it 
they could turn around and sell it at a profit the next day. . . . Finally 
they put up the funds. They just can’t look ahead of the immediate 
costs and what a hole it makes in their books. They don’t see the long- 
range value of spending money in certain ways. 

— A staff surgeon 

th^ Uman ^ cIations “side the hospital are influenced by the attitude of 
*°P policy-makers toward monetary decisions. In a hospital where 
e oard allowed the administrator fairly wide discretion in the pur- 
se ot equipment, nurses spoke in warm terms about how promptly 
eir most urgent needs were met. Little doubt seemed to exist that 
°ney policies were well tailored to medical requirements. 

Relations with Doctors 

o^-l the organized medical staff seldom deal with each 
mitte lrCCt ^ as for mally constituted groups, although liaison com- 
0U{ , cs . ma y be created to act in an advisory capacity, and as we pointed 
» in armal relations between individual doctors and individual board 
Alth* 5 °^ n ^ aVC ^ ar ' reac h' n S effects on the hospital. 
a . Was once common for one or two older physicians to be 

this ^ oar ^* hoth trustees and doctors have come to feel that 

mcnf f 3CUCe * S gCnCrall y rindesirable. It is held that such an arrange- 
osters a possible conflict of interests, since the doctor is himself 
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subject to the judgment of the board, and his membership on it might 
give him an undue economic or policy-making advantage. As a noted 
surgeon put it: 

Wc doctors have no part in management, and I am sure that that is 
only right. We do plenty of griping about management but it is better 
that we should not have responsibility in management. 

Since the board has little direct authority over the doctors except its 
power to appoint or refuse to appoint them to the staff and since even 
this authority is limited in practice, it must to a considerable extent 
depend on the self regulation of the medical group. However, when 
this fails the trustees often try to push the doctors toward accepting a 
new code of standards and practices. Sometimes they try to do so 
through the administrator, instituting regulations which he is expected 
to enforce. At times they persuade the medical staff to tighten its own 
self regulation. Dealings between the trustees and the doctors were 
greatly facilitated in the hospitals we studied if the medical staff itself 
was well organized. A board has no effective, established way of exert- 
ing pressure unless it can do so through a chief of staff who has defi- 
nite authority. A board president took note of this in the following 
comments: 


Discussion of cases with our liaison committee usually ends up in a 
pleasant evening’s conversation. The doctors say, "Oh, we’ll take care of 
that,” but that’s as far as it goes. There is no clear line of responsibility 
shown. I was asking the staff about a new anesthetic that had been used 
on a patient who had died on the table. They couldn’t give me a good 
explanation. I feel that if there were a head of surgery appointed by the 
board of managers, we could go to him and say, “Look, you’re respon- 
sible for this case, we want to know what happened.” 


Just as in its relations with the administrator, the line between guidance 
and meddling by trustees in medical problems cannot be clearly drawn. 
No one can say just how deeply the trustees should penetrate into medi- 
cal affairs. The medical staff can often use its special competence as a 
lever to extend its influence into nonscientific areas and to block trustee 
investigation. A board president recounted that in discussions with the 
doctors about economic practices, as in the case of salaried medica 
specialists, a certain physician always lectured the trustees about inter- 
fering with "the sacred doctor-patient relationship.” 

Yet medical topics are legitimately reserved for those qualified to is- 
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cuss them. The dividing line cannot be drawn in advance but must be 
worked out in give and take between the two groups and this calls for 
mutual understanding of the other’s point of view. But that this under- 
standing is not always complete is shown by the following quotations: 

I don’t like the way the board always goes so slow. We should have a 
full-time pathologist, but you have to get them used to the idea gradually. 
It’s the same with equipment. How do you get them to see the medical 
necessity? 

— A doctor 

The board must watch expenses. Doctors will buy anything, all sorts 
of new gadgets, and never care how much it costs. Once they were all 
excited about those glass boots for stimulating circulation. We bought 
them, and I’ll bet you can still find a few around the hospital, but they 
were never once used to my knowledge. 

— A board president 

Many trustees believe they must take a broader view of hospital 
affairs than doctors can be expected to. These board members tend to 
s «c the medical staff as a group of experts whose interests are largely 
confined to medical matters. The comments of two different board 
presidents are illustrative: 

Doctors you might say are technicians. What we need are not tech- 
nicians but coordinators. People who bring all the different techniques 
together. As I see it, that’s what the board of managers is supposed to 
do at the hospital. The first duty of the trustee is to help preserve the 
patient’s identity. Doctors get case-hardened, can’t sec the patient as 
sn individual. 


Our publicity committee has to censor the things doctors say for publica- 
tion. Doctors will do foolish things in public if you don’t watch them. 


Relationships within the Board 

, ^* rustccs va ry greatly among themselves. Any single board, despite 
= common characteristics described earlier, will have members who 
* n _the interest and the amount of time they devote to the hospital. 
n ^dvc board” is not necessarily one in which ever}' member digs 
“gcrly into hospital affairs. One board president stressed that certain 
rustees who don’t participate fully should nevertheless be retained: 


Some members who don’t appear at meetings can still be very impor- 
tant. I know their telephone numbers. I called on a business executive 
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the other day and before we were through he had given me $10,000 for 
the hospital out of a clear sky. 

A major problem is age and retirement. Unless individuals are elected 
for a specific tenure, the board may become weighted with inactive 
members. 

Some of them don’t do anything. I’m sure some haven’t been inside the 
hospital for over a year. We have one old lady who has been an invalid 
for five years, but still hangs on. They stay until they die. I am trying 
to get some of the dead wood off of the board. We have a committee 
set up now to ask one member per year to retire. 

—A board president 

Factionalism may of course interfere with the board’s effectiveness. 
The members, perhaps because of their success in the outside world, 
tend to be individualists and to hold their opinions with some firm- 
ness. The stress which they place on values may diverge at many 
points. The familiar conflict between financial means and humanitarian 
objectives which is a source of stress among other hospital people some- 
times divides board members as well. 

Since trustees have the major task of threshing out a working philos- 
ophy for the institution, it is not rare for them to disagree, particularly 
on the policies to be adopted toward the other two powers, the ad- 
ministrator and medical staff. One board president described his effort 
to induce the other board members to have chiefs appointed to the 
medical departments. His board refused to back him in this proposal, 
arguing that, “We cannot do medicine. You can’t get away with that.” 
Similarly we have known boards which debated long and hard the 
problem of replacing an authoritarian director of nurses with a more 
democratic one. 

Relations with the Public 

Trustees are an important link, perhaps the most important, be- 
tween the hospital and the community. They are normally active in 
the community and can exercise much influence by explaining the hos- 
pital’s position on controversial issues such as costs. They (and the 
patients) are the public within the hospital. 

While the trustees represent the public interest, they serve without 
compensation. This adds weight to their impartial position. However, 
their very eminence as community leaders, which makes them alert 
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to certain key values and attitudes, may separate them from the aver- 
age citizen. The board is in some sense insulated from the currents of 
mass opinion, and may have to make special attempts to discern that 
opinion. 


Trustees recognize that part of what the board holds in trust is the 
hospital’s reputation and they are usually zealous to preserve its good 
name. They work toward this end in two ways. First, there is a formal 
explicit effort to hold public favor. There is often a publicity com- 
mittee of the board which concentrates on this problem. One such 
committee was set up under the leadership of an advertising executive 
and charged with the supervision and censorship of all news releases. 
It is interesting that in this case the committee began to act only after 
a premature release of research findings had brought censure to the 
hospital. 

Perhaps more vital than planned effort to promote understanding is 
the informal influence of the board. Through their day-to-day activities 
m the community, trustees can learn what the public opinion is and 
do much to sway influential persons. A casual word dropped by a 
powerful trustee can often accomplish much more than months of rou- 
tine work. 


The hospital’s position and policy have become the object of so much 
public attention in recent years, and its problems are so enormous, that 
some board members have nearly a full-time job smoothing public 
relations. Constant interpretation of the hospital’s situation to the sur- 
rounding community is essential for both financial support and intelli- 
gent public use of hospital resources. Then, too, the growing public 
awareness of medical standards has made the board more sharply 
a 'vare of responsibility for explaining those standards, and defending 
ospital practices in the forum of community opinion. In particular, 
complaints about the high costs of medical care and anxieties about its 
quality as compared to the ideal or to standards in other cities have 
reed trustees to become self-conscious about the relation of hospital to 
community. Finally, the board has come to protect the hospital against 
unwarranted pressures of outside groups eager for a policy-making 


c success of the board in its public relations has a direct bearing 
° n ” Uma o relations within the hospital. The employees soon learn the 
°ca reputation of the hospital. Their pride and spirit are strongly 
si* U .p nCe ^ ^ what others think of their job. These in turn have a 
'gm cant effect on their attitudes and relationships to one another. 
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Summary 

The board of trustees is the bridge between the hospital and the 
local community. Its members arc the responsible public guardians of 
the hospital organization. Beyond their corporate trust in the financial 
realm, the board members act as general policy-makers. Their degree 
of supervision over the administration varies, but it is generally agreed 
that they should not concern themselves with the details of routine 
management. The division of the responsibility between the two varies 
widely from one hospital to another. The board deals chiefly with the 
administrator and the medical staff. In both cases, the relationship 
poses the fundamental problem of lay versus expert authority. The 
board members’ prestige and formal power in the community are 
usually at least as great as that of the physician and therefore they are 
better able than anyone else to maintain a balance between technical 
scientific claims and other interests. Relations between board, medical 
staff, and administrator are complex and rest finally on mutual under- 
standing and accommodation rather than formal lines of organization. 
This triad of human relations affects more than the three top agents. 
It profoundly influences the internal relations of the hospital as a 
whole, as well as its ties with the outside world. 



CHAPTER 5 


THE ADMINISTRATOR 


the PAST TWO DECADES have brought adjustment problems to 
virtually everybody who works in the hospital. Doctors have had to 
keep abreast of rapid developments in diagnosis and treatment. Trus- 
tees have faced dwindling income and rising costs. Nurses have had to 
cope with a great influx of patients. Dietitians have struggled to keep 
up with changing theories in diet and nutrition. Of all the people in 
the hospital, however, the administrator has probably had greatest need 
for flexibility in the face of change, for all of these problems have en- 
gulfed him to one degree or another. He was the one whose task it was 
to help all groups encompass the needs of the hour. The speed of 
change varied from hospital to hospital, and different degrees of em- 
phasis were placed on one or another aspect of development. As a re- 
sult, the job of administration now shows a wide range, both in the 
nature of the work to be done and in the type of person employed 
to do it. We cannot say, “This is what the Administrator is like.” 

Who Are These Administrators? 

A study published in 1948 1 * reported the life careers of a thousand 
American hospital administrators. Within this group were men and 
'vomen from one hundred and thirty-one different occupational back- 
^j° Unc ? S ‘ Among them were represented forty-three different levels of 
c ucation. Clearly there was no approved route toward becoming a hos- 

1 , HotpuaJ Administration: A Life’s Profession. Chicago: American College of Hospital 

Administrator*, i 94 8. 
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pital administrator. It had been assumed that any good man could 
learn the rudiments of the job through experience. A reflection of the 
way times and opinions have changed may be seen in the fact that 
today over a dozen major American universities offer courses which 
lead to a professional degree of Master in Hospital Administration. 
This has been a development of the last twenty years. 

What motivates an individual to enter this field of endeavor? The 
thousand administrators referred to above reported that the desire for 
prestige and salary was important to them and what kept them mov- 
ing from one administrative post to the next. Half of them had made 
one or more such moves within the six years prior to the study. We 
found a fuller explanation of work satisfaction in the words of one of 
the men wc interviewed: 

I think I like the variety in it most of all. You have a little bit of every- 
thing: Medicine [he was a doctor], public health, public relations, legal 
work, and human relations. Actually the human relations aspects are 
the most important part of it and what I enjoy most. The things I don’t 
like are the trivialities, things that have no real relation to the job itself. 

1 get to thinking, "For heaven’s sake, did I go to college for this?” 

John Zugich, 2 3 * an experienced hospital administrator himself, ex- 
plained the job-hopping tendencies of his group by the fact that men 
are measured by the size and prestige of the institution which employs 
them, therefore an ambitious person must take each opportunity to 
advance.” Such mobility among jobs is no longer as prevalent as it 
was even a few years ago. A tendency now exists in the larger hospitals 
to promote administrative assistants from within the ranks. This places 
a handicap upon the person who begins his career in a hospital of more 
modest proportions, restricting his freedom of movement. 

Distinctions are sometimes made among applicants for administra- 
tive posts according to medical versus business training and again, 
between men versus women. 

Charles Prall 8 analyzed the backgrounds and opinions of one hun- 
dred administrators, and came out with some interesting comparisons 
of their perception of major problem areas. Among them were the 
following: 

2 John Joseph Zugich, “Influences on Interpersonal Relations in the Hospital Organiza- 
tion.” Unpublished M.A. thesis, Yale University, 1951, PP- 31-38. _ _ , 

3 Charles E. Prall, Director, Problem of Hospital Administration. Chicago: Ph>sicians 

Record Company, 1948. 
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Problems Reported ' 
Working with the doctors 
Improvement of medical care 
Business and finances 
Community relations 
Physical plant and equipment 
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22 


8 

laymen 

doctors 

nurses 

nuns 

4 °% 

41% 

7 i% 

62% 

5 °% 

63% 

90 % 

50 % 

6i% 

40% 

43 % 

62% 

5 °% 

50% 

50 % 

12% 

33 % 

25% 

5 °% 

25% 


% stands for the percentage of administrators of each type who reported one or more 
problems in the given categories. The index for nuns has low statistical reliability 
because of the small number participating. 

(This table is drawn from a larger one which appears in the Prall Study.) 


It may be seen that the women administrators reported more diffi- 
culty with doctors than did men, and that persons with medical or 
nursing education were more concerned over medical care than 
nances, while lay administrators were the reverse. In a field which 
offers such a variety of facets, it is probably natural for an incumbent 
to focus on the one in which he is most interested and best informed. 

ne fact that he does so does not necessarily blind him to other factors 
nor render him inefficient in handling them. It more probably does de- 
e 3X63 of greatest usefulness and satisfaction. 


The Work of the Administrator 
In the past, hospital "superintendents” were hired as custodians of 
property and equipment. They were expected also to husband the finan- 
Cla resources of their institution, which usually involved at least a 
o icum of record keeping. In addition they were expected to admin- 
*! tCr policies and orders of both board members and doctors. At that 
nie it might have been said that custom was the real ruler of the 
ospital. Things changed slowly and not only the medical and nurs- 
*ng professions but other hospital occupational groups as well, had 
a ! | lons an d habits which governed their on-the-job behavior. New 
Slings CmCr * n ® hospital had to adjust to prevailing ways of doing 

Cra ff reat soc ‘ a l change began to sweep through the hos- 
r ’ a ... die administrator’s tasks were made more complicated. His 
in\M I ' S ^^ t ^ ^° r ma * ntenancc °f die physical plant, for example, 
° ' c morc work and intellectual effort on his part as new ma- 
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chines had to be selected, purchased, installed, and tended. As bed- 
space became scarce, it was the administrator who had to determine 
how and where to squeeze three beds in where only two stood before. 
In addition, virtually every hospital we know about inaugurated a re- 
modelling and rebuilding program to modernize the physical plant. 
At one time hospital building wasn’t too difficult for an amateur to 
comprehend. Today bulky equipment requires special foundations; 
x-ray machines and radioactive isotopes demand shielding. Oxygen 
must be piped in from central storage rather than be carried to the 
bedside in cylinders. All of these things require expert knowledge on 
the part of those who do the planning, and the administrator now 
figures importantly in this process. 

As financial problems grew steadily more acute, the administrator 
soon found that his knowledge of accounting methods and business 
practices had to be sharpened. Sometimes the pressures on financial 
resources were so great as to push other concerns from his mind. One 
harassed man exclaimed, 

\ Anything which is brought into this office is translated into terms of 
, one thing, and that’s dollars. After all, it is my business to think about 
the dollars. 

The most challenging aspect of the administrative job for some ad- 
ministrators lay in the area of human relations. Subsequent chapters 
will detail the anxieties and passions wKIclT beset the various occupa- 
tional groups as an old authoritarian order died and newer patterns of 
relationship grew up which were more in harmony with modern per- 
sonnel practices. It wasn’t an easy time for anybody who had been 
trained under the vanishing order of things, and sometimes this in- 
cluded the administrator, too. 

The psychological strains were intensified by the economic ones. Out- 
side the hospital, wages were rising to unprecedented heights as the 
war inflation developed. Hospitals, in common with other institutions 
based upon humanitarian ideals, occasionally fell into the ends-means 
fallacy. As one observer of human affairs in a cynical mood expressed it. 

The nobler the professed purpose of an organization, the less admirable 
its personnel policies. 

Since the hospital’s end function was noble, it sometimes must have 
seemed that any means to achieve it was therefore justified. The less 
money spent on wages, the more there was left for charity. The less 
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time and sympathy spent on employee problems, the more left to devote 
to patient care. 

Hospital employees who were raised in the old traditions accepted / 
their wages and working conditions more readily than did new ones. 
Under the stress of wartime conditions and the disheartening tempo 
of change inside the hospital, however, many of the older employees 
departed and new, and therefore unindoctrinated, workers took their 
places. It was the administrator who had to deal with dissatisfied em- 
ployees and overburdened supervisors. One man admitted ruefully 
that it came to the point where he hardly dared walk down the cor- 
ridors of his own hospital. Every door he passed brought personnel 
from one level or another running out to ask him what to do about 
this or that situation. The rule of custom and tradition was broken as 
many new employees found themselves surrounded with other new 
employees, and all of them were uneasy in the rapidly changing 
situation. 


One responsibility which the hospital administrator shares with all 
other executives may sound paradoxical but is quite real. This is the 
decision of when to break rules. In a hospital unexpected things are 
dwa y* happening. Hospitals, after all, deal with crises in human 
affairs. In the smaller hospital in times of tranquillity, custom con- 
trolled most situations and standing orders governed most emergencies. 
Only the administrator had authority to modify those standing orders. 
As the times grew hectic, more and more of the old rules began to 
CTa ck. There were too many new employees, for one thing, and too 
many patients to be easily cared for, and too many unexpected develop- 
ments for one man to handle alone. 

Some administrators adjusted to this situation more easily than 
others. One man, and there is reason to believe he was not unique, 
toed to deal with it by promulgating a new general order whenever a 
^risis occurred, and each order was intended to cover all similar cases 
m the future. Scattered about through this hospital were clip boards 
on which these standing orders had accumulated until they were four 
k* S ^ CC ^' rea $onably shrewd worker who found that a decision 
° k S ? lat ^ un fortunate consequences, could manage to locate some- 
' V ^ re the pile an order which would authorize what he had done. 

ther administrators, realizing that they couldn’t be everywhere at 
tmee, began to delegate some decision-making power to their most 
msted subordinates. Standing orders grew more general and depart- 
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ment heads were trained to know which crises they could safely.handle 
themselves and which must be referred to their superior. This de- 
centralization of authority is discussed more fully in later chapters. 

It may sound as if the administrator’s life was all grief, and some 
people apparently found it so at this time. A few men just threw up 
their hands and let things fall into chaos, or gave opportunity for more 
strong-minded subordinates to take over the reins of authority. In one 
case known to us it was the director of nurses who assumed the re- 
sponsibility. A succeeding administrator told us: 

Now there was a character for you. When I came in here she was run- 
ning this place practically single-handed. She had the whole thing under 
her thumb. You see, the man who was here before me was a different 
kind of fellow. He was very able, too; it wasn’t a lack of ability. He was 
just lazy, I guess. Anyway whenever anybody wanted him he was out 
fishing. She didn’t think much of him and neither did the Board of 
Managers for that matter. She had gradually elbowed him out and 
controlled the hospital. 

In other instances the superintendent (now an outdated term for ad- 
ministrator) hung grimly to what power he had and went on hoping 
that the good old days of peace and quiet would return. There re- 
mained that portion of administrators who did not give up, who were 
challenged rather than defeated by events. By straining every capacity 
such men were able to keep abreast of the times. It was men such as 
these who worked to keep their trustees up to date too, persuading 
them where and how the hospital would have to modify its course in 
order to cope with new situations. As they exerted pressure upon the 
institution to bring it abreast of the times, their prestige rose. They 
were seen to be “successful administrators” in comparatively well func- 
tioning organizations, as compared to other situations where chaos 
mounted. 

An important source of ^strength th e hospital administrator found 
during these years of stress, lay in his contact with his professional or- 
ganizations. In meetings and institutes held by regional Jiospital coun- 
cils and national professional^fgamzationsriiT'Bufrd’opportunity to 
talk over his problems with other administrators and to compare pos- 
sible methods of solution. When his responsibilities grew at his place 
of work, he turned more and more to these associations for assistance 
in improving his own qualifications for his growing job. Today the 
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administrator, like the doctor, the nurse, the laboratory specialist, and 
the professional dietitian, sets his goals not only according to the wishes 
and demands of his immediate superiors and staff, but in the light of 
the best opinion and developing professional standards of his occupa- 
tional peers. 


Relations Between Administrators 
The difficulies involved in coordinating an increasingly larger and 
more resdess organization led in some places to the hiring of adminis- 
trative assistants. This trend was encouraged by the professional hos- 
pital organizations as a way of training potential administrators. 
Whether the assistant was a young fledgling or an older experienced 
person from within the organization, the problem soon arose as to 
how his work could be distinguished from that of his chief. Should he 
attempt to duplicate the administrator’s role, sharing his power and 
taking over half of his duties of all varieties? Should he rather be re- 
stricted to those chores which his chief found most irksome? Or should 
a division of duties be made such as medical vs. nonmedical adminis- 
tration; physical maintenance of the plant vs. the coordination of 
people, or even a geographical division with each man taking over half 
0 buildings? We saw several types of accommodation and most of 
a Ppeared to be working out well enough where the two men 
s ared each other’s full confidence and could get together easily to talk 
°ver their work. It may be seen, however, that any of these divisions 
could also aggravate an organizational split if the combination of per- 
sonalities was an unfortunate one. 

What is more, even where a careful delineation of duties was made, 
m ormal understandings and relationships acted to bend the tidy 
sc ernc ou t of shape. For instance, in one hospital the chief adminis- 
trator and his assistant assured us solemnly that they shared exactly 
e s atne duties. This was their original intent and evidendy both be- 
^cved that it had been carried out in fact. Our observation and inter- 
viewing within the hospital led us to believe that something different 
existed. One of these men was a doctor and it was to him that the 
1 Ica ^ sta ^ came with its problems. The other man, having a business 
q £ C T rounc h was apparendy found more approachable by the members 
q ' W non bea!ing occupadons. In addition to this, one of the men was 
L ... *° act > a vigorous and decisive force who was respected for his 
1 »ty to master crisis situations. The other was slower moving and 
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by nature a listener. All through the hospital we were told by employees 
that they picked their man accordingly: 

When I want action, I go to Baylor. When I want to cry on somebody’s 
shoulder, I go to Wallace. 

The two men thought their duties were about the same, but it may be 
seen that the organization interpreted their roles differently. 

We found that the spontaneous creation of an informal counselor 
such as Mr. Wallace was not uncommon in organizations going 
through a period of stress. Usually it was just such a person as he, close 
enough to the top to be helpful but not so close as to be awe-inspiring. 
Sometimes it was an administrative assistant, sometimes a nurse super- 
visor, sometimes a highly respected secretary. The more adjustments 
people were being called upon to make, the busier they kept such a 
counselor at his listening post. 

Mr. Baylor and Mr. Wallace had been working together for years 
and any initial difficulties in accommodating their personalities had 
long since been forgotten. In other hospitals the position of assistant- 
ship was still new. While they were naturally reluctant to be quoted, 
it was evident that such assistants were experiencing occasional hesi- 
tations, a feeling of groping in the dark, while the jurisdiction of their 
work was being carved out. It may be seen that this takes time and 
patience, for it is not just a question of two men adjusting to each other 
but of an entire organization accustoming itself to the areas of au- 
thority which each administrator will cover. 

The interpersonal relationship between the two men sometimes was 
complicated by a differential in their background. As in industry, an 
engineer whose wealth of knowledge is based primarily on experience 
may be nonplused to find himself with an assistant who has a profes- 
sional degree, so an administrator who learned his work apprentice- 
ship style may be disconcerted to find himself with an assistant who 
has a Master’s degree. It is the same problem that many head nurses 
are facing, as changing educational requirements bring in student 
nurses who have already graduated from college, or senior laboratory 
technicians who face juniors with graduate degrees in bacteriology- 
The pattern is repeated throughout the hospital. There is always poten- 
tial strain in such relationships. The only certain eradication of it is 
the gradual acquisition of a thoroughgoing respect based upon the ex- 
perience of working together on shared problems, and this takes time. 
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The Administrator, the Trustee, and the Doctor 
The way an administrator regards his board ana medical staff may 
be seen more clearly through case history material than through mere 
description. Life can be infinitely richer and more subtle than we can 
portray it. 


One administrator told us that when he started working at the hos- 
pital a decade earlier, his board was holding its regular monthly meet- 
togs at the most fashionable club in town. Some of them hadn’t set 
foot inside the hospital for years. This club was composed exclusively 
or the most prominent citizens and included among its members were 
top-ranking physicians and surgeons. Not only did the board hold its 
meetings there, but some of its members ate their noon meal there 
airly regularly as well and thus associated with the doctors in easy, 
in ormal contacts. Younger and less successful doctors were not in- 
vited to join this club, and couldn’t have afforded to anyway, any more 
£«*> administrator. He always referred to it as "that damn 


ou know, they meet downtown at that d amn club and discuss hospital 
?. irs. Sometimes if a doctor wants something and I won’t get it for 
mij he corners a board member down at the club and talks him into 
getting it. Then the board member pho nes me and orders me to do this 
or that. Maybe when I explain my point of view, he will be sorry he 
C , £ . e doctor talk him into something, but he can’t very well back out 


n ot ^ cr words, the board and leading doctors were forming deci- 
sions without the administrator and by the time the news reached him, 
was often too late for him to do anything more than accept them, 
to °* P Crsuas i° n > die administrator succeeded in coaxing his board 
sio 111 ]^ 31 ^ 10S P^ ta ^ instead of the club. They began to do this occa- 

Wa-s ^ • anC *. 3t k Q Sdi it became routine. Meanwhile the administrator 
tele if* U \ at * n £ dieir interest in the daily affairs of the hospital. He 
philosoph di‘^ CaSt S * X l ^ Cm evcr y day, he told us, explaining his 

The way I see it, the administrator’s job is to find out what each trustee 
lQ a f^ rom the hospital, what his dream of the hospital is, and then 
p realize that dream. I feel that my trustees really know what is 
m g on around here and take a deep personal interest in it. 
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to meet th< 8729EX The p r | ce ^ p a ij f or j t> 

however, w** u*. *»«.»»* -~aine involved to the point of inter- 

fering at many trivial places. And even with such close contact as he 
achieved, the administrator continued to be irked by the fact that the 
doctors obviously had more power to move the board than he did. 
Incidents arose which indicated dearly that hospital employees were 
also aware of this differential power. When they couldn’t get what they 
wanted from him, they went over his head to the medical staff and 
through them to the board. The doctors didn't hesitate to stand up to 
the board when some policy decision displeased them. The administra- 
tor didn’t dare to. It would have endangered his hard-won intimacy. 
His relationship with them continued to be strictly that of subordinate 
to his superiors, rather than one of working partner. 

This man was at least beginning to approach the place where he 
could challenge the power of his medical staff. Consider the plight of 
the person who cannot do even that. In some institutions a woman who 
has been successively a student nurse, head nurse, and director of nurses 
all in the same hospital, will sometimes be promoted to the responsi- 
bility of administrator. How is she to exert authority over those who 
have been her superiors for so long? In some instances she succeeds 
in doing so quite well, through quiet persistence and skillful diplomacy. 
In other cases she may not even attempt to do so but takes for granted 
that the wisdom of the medical staff is never to be questioned at all 
but that her major task is to carry out doctors’ orders and to keep them 
happy at all costs. What may have been suitable behavior in her posi- 
tion as nurse, can be devastating in her role as administrator. 

In one situation we heard about, medical and surgical standards 
within the hospital had allegedly slipped below the level of adequacy to 
the point where the hospital was threatened with the loss of its ac- 
creditation. The board of trustees which had always accorded the 
doctors every freedom, now decided that sterner measures had to be 
taken. Their first attempt to correct the situation consisted of an effort 
to use the administrator’s office as a disciplinary agency, whereupon 
their nurse-administrator resigned. Interviewed later at another hos- 
pital, she had this to say: 


The doctors there were losing face, they were just losing face, and 
couldn’t see that. That isn’t in accordance with the way I was traine 
We were taught that the doctor-patient relationship came before every- 
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thing else. After all, the doctor and the patient are the guests of the 
hospital. Now that board of managers couldn’t sec that at all. They 
thought the doctor was getting a privilege to be allowed to work there. 
You can’t treat doctors the way they wanted me to and not have it hurt 
the doctor-patient relationship. 


It is apparent, regardless of the merits of her arguments, that this 
administrator was not the person to bring pressure to bear within that 
situation. Her whole training and philosophy precluded her from at- 
tempting to control the medical staff, or even from exerting influence 
over their work habits. When she and the board did nothing, it was 
U P t0 medical staff to discipline its own members. For a long time 
t ey had done so effectively. In the course of time, however, things evi- 
en tly got out of hand and when the medical staff failed to hold the 
rakes, standard of operation began to go downhill, 
t is, of course, no easy matter to re-establish discipline in an ongoing 
institution. Tensions are certain to arise but there is no way for trustees 
to escape their common responsibility for acting on their own best 
J u fiment to preserve and defend the good of their institution and the 
well being of its patients. 

Sometimes bringing in a new administrator may seem to promise a 
Wa y a bad situation (but then getting him accepted presents its 
° Wn ^ain of problems. If he has sufficient strength to stand against 
pressure and to make changes, the balance of power within the hos- 
PJ a may shift in a way which brings protests from the medical staff. 

c y may begin to perceive him as encroaching upon their rights. One 
DOard President remarked: 

The doctors’ main gripe is the administrator. You see, they always had 
^ mgs their own way. The former administrators gave the doctors just 
utjmything they wanted. Now with this man, he is a professionally 
310 Person. That’s what I keep hammering at them I He has had just\ 
much professional training as they have had themselves, but they 
n 1 see it. They don’t know how to take him. 


which w ^ lct ^ cr rt wasn’t precisely his professional status 

requ‘ C so difficult * or the™ to accept. On the one hand, it 
Q n V" C adjustment on the doctor’s part to a changed relationship, 
group C ° l ** * s alwa y s possible that this professional administrator 
bave t°o bard for the status it feels necessary to 

Un 0 can say where the proper point of balance lies? 

questionably the administrator of today requires a higher status 
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and more authority than in the past. Not only is his role within the hos- 
pital more crucial as the institution itself becomes more complex, but 
he is being called upon to exert leadership within the community as 
well. He, as well as board members, is being called upon to make public 
appearances, explaining hospital needs to civic groups and enlisting 
their support. If he is to do the work required of him, he must be able 
to command an equivalent amount of respect for his position. To give 
him that status sometimes requires work on the part of the trustees, 
for it represents a series of shifts in relationships within their institu- 
tion. 

When tensions become too much to bear, it may help to recall the 
calm wisdom of Florence Nightingale about the benefits of a division 
of power and the cleansing effect of healthy differences of opinion. 
In her day the big issue was the tension between the nursing orders 
and lay authorities. 

Great have been the “scrimmages” from time to time between administra- 
tion and the Orders: and great have been the benefits to the sick from 
such scrimmages. ... Now the balance is most happily established. The 
administration complains of the Sisters, and the doctors wish the Sisters 
were “completely under them.” The Sisters complain of the administra- 
tion and wish that the Order had it completely under itself. And all are 
the best possible friends, and the collision and competition docs the 
greatest possible good. And all work much better for it, and none know 
how much evil it prevents, how much good it secures . 4 

Fortunately most doctor-administrator relationships are not of such 
serious import. More often they are pleasant and innocuous, marked 
with the joking banter which is so typical of many hospital relation- 
ships. The joke is probably the best antidote to tension, and hospital 
people make ample use of it. The experienced administrator frequently 
acts as close friend to new medical students and interns, not to mention 
struggling young doctors. It is often he who teaches them how to get 
along with other hospital personnel, arbitrates their disputes, helps to 
cover up their occasional misadventures. , 

When a doctor does create organizational problems, of course, t c 
administrator finds himself in the middle between the warring fac- 
tions. Since the doctor is not part of the formal organization, it is hard 
to call him to task. The greater his reputation, the more difficult it is 
to handle a crisis which he may create. For example: 

* Florence Nightingale. Notes on Hospitals. New York: Longman*. 1863. P* ,8r * 
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administrator: 


We have been having trouble with Dr. Gardiner again, have you 
heard? He called the telephone operator a dumb bunny and now he 
has been so rude to one of the nurses that she quit. Well, I talked to 
him last night and he was adamant on the subject, said he had to act 
that way, that he isn’t himself if he acts any other way. How do you 
like that? He says that’s the way he gets what he wants and he always 
has done it that way. I guess he figures it’s his privilege to be a 
tyrant. That man pushes everybody around. 


interviewer: 

Do I understand there really isn’t any way to control a doctor’s 
behavior? 


administrator: 

Oh, I wouldn’t say that. There is control over everybody really, but 
you might say that the doctor is under the least of any of us. He can 
get away with more, especially if he is good. When you get an excel- 
ent man like this one, you don’t like to lose him and the trouble is, 
he knows it. If he was poor in his work, it would be a different matter. 


n this particular instance, the administrator finally handled the prob- 
filing a physician of even higher repute to counsel the man. 

11 of the hospitals studied had medical staff committees to deal 
' Vl disciplinary matters. Their job was to see that medical records 
were kept up to date, that medical practices remained up to standards 
\ l ^ e g rou P> an d so on. So long as these staff committees were 
? Cctlvc > life ra n smoothly. When they fell into disuse, the admin- 
tor^T S ° met ' mes fe ce£ l a difficult task in convincing individual doc- 
f s t at their hospital privileges would be taken away unless they met 
the pc ,? ' 

We 


policy requirements. 

saw several instances where a board or hospital administrator 


nil j c wncrc a uuaru or uuapiuu auimuimaun 

of S ° r ^ rom some official body such as the American College 
stated r ^ C ° nS ° r ° nC hospital associations. One administrator 


th° r l wou ld rather handle such things from an educational level 

c 3fl , rom a level of individuals. In my opinion, by having this outsider 
ome in and talk to us as a group, the relations of the whole staff have 
t0 in a way that I couldn’t possibly have accomplished by talking 

30 individual doctor in my office. Occasionally, of course, I do have 
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the duty of taking one person to task but then generally it is on a very 
specific and usually minor matter. 


In his relations to the medical staff, the administrator needs and 
commonly seeks the support of his board, and since he was chosen by 
the board to supervise the hospital it is reasonable to expect that they 
will stand behind him. But both this expectation and the fact that it 
is not always fulfilled are cogently demonstrated in an article entitled 
“Support Him or Fire Him ." 8 

We don’t want to imply that the superintendent’s life is a constant 
struggle against encroachments by his board and the medical staff. 
Each group has a clear dependency upon the other two, and with rare 
exceptions the people whom we interviewed had a genuine respect for 
the contributions of members of the other two groups. Their mutua 
understanding wasn’t always as deep as their good will, however, an 
when disruptive actions occurred the administrator suffered. Dr. Blue- 
stone expressed this feeling as follows : 8 


The upper millstone consisting of the governing board and the lower 
millstone consisting of the working staff must grind out the finest pro - 
uct that can contribute to the health of the community. The administra- 
tor must never allow himself to be permitted to be caught between t icse 
two forces. It is for him to see that the interaction between these two 
parts is as perfect as human beings can make it, but he must a\e 
safeguards to protect him from injury in handling such delicate ye 
cumbersome machinery. . 


Relations with Hospital Personnel 

The relations of the man at the top with his department headsjmd 
the problems he may encounter in getting harmonious inter e P 3 ^ 
mental relations are matters complex enough to require a chap e 
their own. Something should be said here, however, to in * cate ^ 
subtle, all-pervasive influence the administrator’s personality as upo 


the employees as a total group. . . a 

It has already been mentioned that in a complex organization 
as the modern hospital, a certain portion of decisions must o nec ^ 
be left to the judgment of those closest to the particular situation ^ 
administrator must rely upon the competence of the various ^ 
sional groups. In the hospital, four things are of paramount imp 


5 p a ul Gordon, "Support Him or Fire Him,” The Modem Hospital, 1953 
«E. M- Blues tone, M.D., op. at. 
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technical skill, humanitarian purpose, flexibility, and organization. The 
administration is responsible for providing all four. People with the 
necessary technical skills must be selected and hired and the way made 
easy for them to adjust to the requirements of their work. Their 
various activities must be effectively coordinated, and at the same time 
there must be sufficient freedom left for them to exercise their own 
professional judgment. 

When flexibility runs out, it is the administrator who must supply 
it. It is he who provides the grease when friction begins to bum out 
the bearings, who gives direction when other human beings involved 
get themselves in a tangle. The influence of a wise and calm individual 
m post may be seen by considering what happens when he is 
called out of town. One very able young assistant administrator told 
tis this tale with a wry smile. 

The administrator had no sooner gotten out the front door than the 
whole hospital seemed to crumble under my feet. It always seems to 
happen that way. The first thing that happened was that one of the 
patient’s visitors fell down the stairs and fractured her thumb. That 
always creates a lot of excitement because people are worried about the 
hospital being sued. I think we got that taken care of all right. Then 
the procession started of individuals coming to my office with com- 
plaints. None of them were serious, you understand. For instance, I 
remember that one of them was that the meat for the patients was being 
t0 ° Now it seems silly, looking back on it, but you know how 
1 osc things are. The person was so upset at the time that the problem 
seemed insurmountable. By eight o’clock in the evening I was still work- 
and completely worn out. It wasn’t that I had accomplished any- 
1 mg, it was just all these petty details and complaints. I hadn’t done 
7 ""° r k but I was exhausted. I went to my room and fell into a deep 
CC v Ut ^ n ° sooncr got asleep than the phone rang and somebody told 
me that the record room was on fire. 

add' 1 * 1 Cmcr £ cnc ‘ cs var )’ from day to day but some things persist. In 
ition to keeping the organization on an even keel, it is the admin- 
ti ^ ^ ' V ^ 0> morc l ^ an an y °ther single person, sets the tone of rela- 
ons ips a nt j attitudes. We saw both positive and negative examples 
1 is. One resident physician remarked: 

A person is always afraid of being jumped on. You know, “What are 
y°u going to do about that patient in the ward? He doesn’t have any 
th° tTP *° U ^ >ctlcr g ct out of here. How about the patient on the 
lf E°° r ? Don't you think we’d better move him down to the ward, 
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he doesn’t have very much money.” You know, that spirit seeps through 
to every member of the staff. You might say that the materialism at the 
top of the hierarchy affects all the rest of the employees including the 
nurses and the medical staff. They get into the frame of mind where 
they feel because a patient doesn’t have any money, he isn’t entitled to 
good service. It’s just the attitude they get and it seems to permeate the 
entire hospital. 

In other cases, while top administration was certainly very concerned 
about finances, the focus of attention was quite obviously on the satis- 
faction of human needs and again, the example was set at the top and 
followed, more or less faithfully right on down the line. These things 
are difficult to measure, to state in cause and effect terms. It was never 
a matter of preaching that seemed to work, but the more subde influence 
of example and a pervading philosophy of life. 

The tone of personnel relationships was set by the administrator too. 
The word “unwitting” seems too strong, yet the process did not seem 
to be one which was logically arrived at but appeared to happen 
spontaneously and to be imitated, also spontaneously. There is a con- 
tagion in human relationships. For example, in one hospital we found 
a group of orderlies who were unusually stable in their jobs. What is 
more, our interviews were replete with compliments concerning them. 
The head orderly explained it to us this way: 

There is a nice spirit at this hospital and it comes right down from the 
top. Have you noticed that? Mr. Simons is not high hat at all. If he 
goes down the hall and sees a new orderly there, he’ll go over and make 
himself known to the man and say good morning and how are you 
and express an interest in his work. He makes that man feel as much a 
part of this institution as Mr. Simons is himself. Well, the other people 
around here see that, don’t they? That sets the example. 

The thing which caught our attention was the fact that Mr. Simons, 
in this situation, had plenty of help. He was not working alone but 
as part of a team. Peter, the head orderly, was a man of unusual char- 
acter and dignity and it was he, as well as Mr. Simons, who established 
the precedent of respecting the job of the orderly, a group which is 
much disparaged in many hospitals. Neither man might have suc- 
ceeded alone in setting such a pattern, nor could both of them together 
do it without the cooperation of the entire body of orderlies who 
struggled to live up to the reputation they gradually came to acquire. 
But who put Peter in the job of head orderly? It was our observation 
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that throughout this hospital, it was people like Peter who were pro- 
moted, who received encouragement. You can’t command the human- 
itarian spirit, you can only recognize it and cherish it when it appears. 
It is the administrator who decides whom to place in key positions 
and it is the key people who set the tone for their departments. 

How One Hospital Changed with the Times 
The history of developments and change in one hospital may illus- 
trate many of the points which have been discussed in this chapter 
concerning the way an administrator influences and is influenced by 
a total situation. This was a city hospital which had a close association 
with a medical school. Both hospital and school were venerable insti- 
tutions with reputations for being among the best in their part of the 
continent. The board was composed of leading citizens. It employed 
a superintendent to carry out their wishes. Board decisions were influ- 
enced to some degree by “top flight doctors,” which is to say men who 
were widely recognized in their community for professional skill, 
large practices, and good reputations. The concern of the board, medical 
staff, and administrator was to continue the excellent reputation of the 
hospital in that city. The local community, it might be said, was the 
standard against which they measured themselves and their achieve- 
ments. 

As times changed, the hospital prospered outwardly, growing in 
size and in the number of its patients and employees. The admin- 
istrator added an assistant. However, in the meanwhile developments 
m medical education elsewhere were beginning to place this hospital 
a t a disadvantage. The rise of heavily endowed metropolitan medical 
centers staffed by full time faculty members with national reputations, 
m *“ e it increasingly difficult to attract students and interns to a school 
^ hospital where private practitioners with only local reputations 
continued to teach in their spare time. 

hen the hospital authorities became aware that even the sons of its 
most prominent doctors were going elsewhere for training, they faced 
? Cn _ s,s * The hospital had to rise to meet the competition it was receiv- 
from medical centers elsewhere, or else accept a permanent second 
\ ?° s ^ on * Many other hospitals may have faced a similar situation 

otli k rcsourccs f° r meeting it. This one was not poor but like 
er hospitals it had many other financial drains upon it at this time, 
j ^^thclcss it decided to accept the challenge. The decision was made 
ire full-time staff men with international reputations based upon 
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scientific publications and leadership. These men were given the task 
of reorganizing the teaching and research programs. To interest them 
and to hold their continuing loyalty, the hospital had to offer them 
joint hospital-university appointments and to allow them full freedom 
to do research and teaching as they saw fit. 

The presence of these men changed relationships in many parts of 
the hospital in very subtle but pervasive ways. There was no formal or 
legal change. The board and its administrator still had unquestioned 
authority to make and enforce policy decisions. But one does not tell 
a man internationally respected for research what he is to do. One 
discusses with him possible alternatives and welcomes his participation 
in making decisions. More day-to-day freedom was accorded these new 
department heads than had been given in the past, and more people 
had effective voice in decisions than before. 

Mary Parker Follett discussed this phenomenon years ago, as it began 
to occur in industry/ She made the distinction between “position 
authority,” that which stemmed from position in a hierarchy, and 
“functional authority," that stemming from ability to do a piece or 
work. In this hospital the distribution of power became modified. 
Authority became increasingly functional, with considerable range for 
autonomy within their own fields being permitted for those of recog- 
nized competence. 

The medical staff, some of whom had approved this series of inno- 
vations and some of whom had not, began to be caught up in t ie 
after-effects. There was a quickening of professional growth throug 
out the staff. The doctors were also aware that the medical field was 
advancing by strides and that to maintain status they would have to 
put forth effort to keep up and to achieve recognition for competency 
from their own professional associations. It might be said that the tota 
environment was stimulating individuals to grow while, in turn, t esc 
individuals by growing helped to stimulate each other, thus increasing 
the tempo of total change. There was a period of almost universa 
striving on the part of individuals and groups. 

The administrators were in the forefront of all these developments, 
smoothing the way for them and struggling to keep abreast of c ange 
too. Here were men who found the crises of wartime exciting rat e 
than defeating. They relished the struggle and soon became ' c * crs 
their own professional organizations encouraging the pooling o mow 
r Si-e Dynamic Adminirtration: The Collected Papers of Mary Parser Follett, ed 
H. C. Metcalf and L. Urwick. New York: Harper & Brother*, J9W- 
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edge and techniques among administrators from all over the nation. 
In other words, just as the doctors were becoming specialists, so were 
they. They kept pace. 

What would have happened to them if they hadn’t continued to 
grow? Would they have been able to coordinate effectively their in- 
creasingly alert and ambitious staff? As it was, the board, the admin- 
istration, and the medical staff were growing and changing all at the 
same time and in so doing, kept and renewed the respect they held 
for one another. No one group could afford to shrug off the opinions 
of another, for all were of recognized competence in their own area. 

It should by no means be assumed that human relations in this hos- 
pital were entirely comfortable. Probably there were just as many 
problems as in any other institution, but to the outsider it appeared 
that a feeling of accomplishment underlay the ebb and flow of daily 
events. People were too busy to fret much about changes in personal 
advantage from one week to the next. Each was hard at work, grow- 
ing with the institution. There was a common pride both in their 
individual progress and in belonging to an organization that was recog- 
nized by all as increasing in esteem both locally and nationally. 


Summary 

l4 * n ear ly days of the industrial revolution, factories frequendy had 
work superintendents” whose function corresponded roughly to that 
0 the hospital superintendent of years ago. Such men were given the 
responsibility for supervising the work of rank and file employees. 

S essional employees such as chemists or engineers, however, seldom 
carried their problems to him. When they wanted something done 
ey jypically went direcdy to the plant owner. The owner-manager 
an the professional would talk things over, reach a decision, and then 
in orm the works superintendent what their agreement was and leave 
to him to see it through. As industry grew larger, and small owner- 
^? erate< ^ plants were replaced by giant combines, the owner-managers 
0v£ a ™ to be replaced with boards of directors who, in turn, gave 
er the administration to their full-time representative, now called a 
resi ent or executive director. The engineer, chemist, and the physicist 
to n earncc ^ that they could not approach die board direcdy but had 
route their communications through the execudvc if they wanted 
get something accomplished. 

^ thing similar has been happening in hospitals. Boards of trustees 
lca y have found themselves confronted (a) by a rapidly expand- 
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ing organization; and (b) by much more intense public relations 
problems than before. Mounting pressures inside the hospital en- 
couraged them to delegate increasing authority to their full-time 
representative, the administrator, and to leave to him the task of co- 
ordinating the steadily growing numbers of professional as well as 
nonprofessional people who worked there. This process is not so ex- 
treme as in industry, as other chapters have pointed out, but a parallel 
development may be seen. 

The administrator today has responsibilities so complex that he must 
have expert knowledge in many fields in order to cope with them 
effectively. When he acquires such knowledge, he gains respect and 
stature in his relationship with his board and medical staff and fre- 
quently is given considerably more room to exert personal initiative 
than in the past. At the same time, the scope for initiative of his sub- 
ordinates has also increased. They too have become expert in more 
complex tasks and require a greater degree of freedom in meeting 
their professional responsibilities. The administrator therefore has had 
to develop new skills as coordinator, a more subtle form of leadership 
in place of the direct authority he may have exerted in the past. 



CHAPTER 6 


THE MEDICAL STAFF 


Who Are the Doctors? 

PHYSICIANS ENJOY EXTREMELY high prestige in American 
society. The doctor is a model of professional achievement, in t at e 
embraces altruistic service, a self-determined ethical code, indepen ence, 
highly specialized training and above-average material rewards. His 
services arc the more highly valued because he functions in an area 
vof very critical importance to his client. The role of lawyer, pro essor, 
or engineer, however skilled he may be, does not have the dramatic 
immediacy of the doctor’s, nor does his client depend on him in the 
same degree. The individual’s faith in his physician is partly emotiona 
since illness makes men less able to judge and more apt to can onj 
professional resources in an uncritical spirit. And we are coming to 
understand that .faith jn^the doctor is a necessary element in cure, a 
he will not be able to exercise therapeutic leverage if we as patients 
fegard him in too prosaic a light. _ . 

The medical profession, because it offers high prestige an income 
for engaging in intrinsically satisfying work, is able to attract ta ente 
individuals. Some of the best college graduates go on to medical school. 
Competition for entrance to medical schools is so keen that e sc oos 
are free to pick only the most competent students. The long and dit- 
hcult course of training, from prcmcdical studies through a ospita 
residency, results in an extremely skilled individual. Todays p jsician 
« not only a well-qualified professional when he begins his career, but 
if he is really competent his professional growth is lifelong. e rapi 
71 
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pace of medical development means he must be an eternal student,*/ 
that he can never rest on finished mastery of his art. 

In a highly organized society like our own, the specialist enjoys a 
unique prestige. The medical specialist is an expert among experts. 
He can develop his knowledge and technique to a high pitch of excel- 
lence, concentrating on those things of greatest interest to him. He 
can offer very superior care to patients whose difficulties lie within his 
competence. Yet the immense advantages of specialization have carried 
certain potential hazards. One difficulty is that the practitioner does 
not really have time to treat the whole patient, and this counters the 
growing recognition of the seamless fabric of mental and physical 
illness. Another negative feature of this elaborate division of labor is 
seen in the barriers to communication and understanding within the 
profession. In recent years, however, one can begin" to distinguish a 
movement back toward more unified medical practice. Men whose 
Igoal is general practice are being graduated in larger numbers. The 
internist is coming to act as family physician and referring agent; most 
important, the whole man and the whole family appear to be gaining 
acceptance as the most coherent units of illness. 

J Qualities of ambition, dedication, and independence are obviously 
q required of the men and women who become and remain doctors. 
Since their position is exposed to unusual strains and special demands, 
it is not surprising that they should be impatient and rebellious, at 
times, toward the organizational framework in which so much of their 
activity takes place. Yet the smooth running of that organization, the 
hospital, rests to a very great extent on the coordination of doctors 
activities into a group effort.lAn examination of the doctor’s role sup-J 
ports the conclusion that his often-remarked failure to fit perfectly into I 
the hospital system is rooted more in the peculiar demands of his^ 
training and function than in personal cha racte ristics. 

The doctor’ s~f unction has'traditionalljTTnvolved very grave respon- 
sibility for his patient’s welfare. Obviously, heavy responsibility ca s 
for appropriately great authority. Recent legal rulings have tende to 
enlarge the hospital’s responsibility for patients but the distribution o ^ 
liability is ill defined and varies from case to case. Power_and-respon- 
sibility,.and.t he relatio n of the two, continue to complicate the mutua 
adjustment of hospital~and~physician. ... ht* 

Problems which arise in the doctor’s hospital participation, to 
treated in more detail later in this chapter, center around his * J n | V1 
ualism and desire for dominance or independent control of his situ 
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tion. The qualities of ambitjonand self-reliance so necessary to the 
person gaining an M.D., and so resp ected and appreciated_by j)atients 3 
may become less desirable in the context of a hospital team. But it is 
probably impossible for th e do ctor _to_renounce the very drives which 
madehim a_successful student. Throughout his training he has been 
subordinate to those on higher rungs of the medical ladder, has been 
taught to pay close attention to status. In the hospital, as a staff member, 
it is unlikely that he will willingly give up much of the authority 
and prestige he has finally gained. Similarly, he has long realized that 
he is judged on his singular technical ability, his professional compe- 
tence. Therefore the sharing of rewards and responsibility which marks 
successful group effort may not be wholly congenial to him. 

Since the especially intense relation of doctor to patient imposes 
responsibility on the physician, he naturally cherishes the freedom - of 
action which he thinks necessary to meet that responsibility. He de- 
velops a strong need to be untrammeled, and this need is sometimes 
frustrated in the hospital environment, where many individuals are 
restricted in their rights and duties in the interest of orderly coordina- 
tion. Communication between the doctor and patient is unbalanced; 
although the patient must recite his symptoms and history, it is the 
physician who speaks in tones of knowledge and authority. The doctor 
is expected to dominate this situation. Yet his hospital duties increas- 
ingly involve him in~cobperative relationships where the accent of 
authority must be modulated. 

If clinical diagnosis and creative surgery confirm the impression of 
medicine as an art, the battery of techniques and mass of verified 
knowledge also characterize medicine as a science. This complicated 
art-science holds much genuine pleasure for the practitioner. The 
artist’s joy in discovery, the scientist’s thrill in research, the man of 
action’s deep satisfaction, with concrete practical accomplishments — 
all these are potential rewards for the doctor. Medicine, however, has 
such stature as a field that the public harries it with overexpectations. 
Patients expect their problems to be solved, and doctors themselves, 
in expressing the fundamentally American belief that answers ought to 
be available, may sometimes foster too high a level of anticipation. 
Therefore a feeling of intense disappointment may accompany any 
ineffective medical work regardless of the realistic factors in the sit- 
uation. The job is laden with possibilities of psychic strain; defense 
against an overinvolvcd sympathy with patients often takes the form 
of a protective callousness or cynicism, which may be misinterpreted 
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by the layman as a sign that the doctor “doesn’t care” when in fact it 
may be a defense against caring too much. 

Training is long for the physician. Specialists today average dnrty 
to thirty-five years of age at the time they begin their careers. 'The 
period of schooling has lengthened considerably as new knowledge is 
acquired. This means that the person is an apprentice, with a sub- 
sidiary place in the medical system, for the first twelve to fifteen years 
of his adult life. 

The extremely rapid progress of medicine also imposes another stress 
upon the practitioner. As in most professions, the obligation to keep 
pace with advances in knowledge and techniques is a pressing one. 
One hears many anxious comments from doctors who know that they 
should keep up but seldom find time to do so. This explanation (sel - 
justification) seems typical: 

V I just don’t have time to read. I’m working eighteen hours a day now, 
' and am exhausted after evening office hours. When I do get a day o , 
I feel I should take the chance to go fishing or play golf. Last night at 
eleven o’clock, I finally looked at my pile of journals. I only had time 
to count them, and there were thirty-seven back issues. 


During the long training period economic gains have been slender 
or nonexistent and indebtedness is often heavy. Now at last there ts 
; an opportunity, as the professional career begins, to earn rather large 
amounts of money. Of course the doctor is not the only one who strives 
1 for a high income, large car, and pleasant neighborhood. But t e 
doctor starts late and sometimes feels that the time to build a secure 
fortune is perilously short. A senior resident in a large Eastern hospit 
expressed the case this way: / 

It has cost my father about $28,000 to ~ / gct me to my present position, 
including medical school fees and living expenses. Not only have os 
all this, but one should add to it the loss of what could have been came 
during all these years. If you compare that with a high-school classma e 
who has been earning steadily for the past twelve or thirteen years, 
have a long way to go to catch up. I could step out of this hospita^ 
tomorrow and earn $30,000 a year, but I only have a few years to 
it in. 


The feeling that time presses is further aggravated by the e 1 > 
based in part realistically on the fast pace of work, that the practicm 
physician has an unusually short life expectancy. 
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It is probably fair to characterize the physician as individualistic, 
ambitious, and resentful of controls over his professional activities, and 
at the same time humane, intelligent, and hard-working. Though these 
generalizations cannot be expected to fit every individual of such a 
diverse group, on the whole this is the sort of man who must be fitted 
into the cooperative enterprise of hospital care. 

Responsibilities 

The doctor has one overriding responsibility: to provide the best 
possible medical care forjiis patients. Of course some physicians’ pri- 
mary allegiance is to research, and a few are engaged in administra- 
tion, but th<T focus of the medical staff is patient care. The obligation 
is moral and legal, and other considerations must be subordinate to it. 
V 7 hile other persons, nurses and trustees for instance, share the respon- 
sibility, it always devolves first on the doctor. He commands the course 
of therapy and makes the basic decisions. 

Responsibilities of the medical staff to the hospital grow out of the 
cardinal obligation to the patient. Hospital requirements with respect 
to surgical procedures, drug use, and a multitude of other specific 
activities are designed to protect the patient. Yet these regulations do 
not always coincide with the individual physician’s freedom of choice. 
He may chafe under restrictions which he feels are inappropriate to 
a specialist who exerts firm internal controls on his own course of 
action. The staff is supposed to insure that its members adhere to 
hospital rules, to take the responsibility for group self-discipline. The 
fact that it does not always succeed is a recurrent problem of staff 
organization and staff relation to the larger system of the hospital. 

Responsibilities beyond patient care are not as well recognized. One 
about which some contemporary doctors feel keenly is the imperative 
to do r esear ch. Particularly in large teaching centers, there is the 
opinion that a physician owes his profession some attempt to increase 
medical knowledge. Research interests may obviously conflict with 
other hospital aims, such as budget-balancing. The idea that research 
may be a responsibility is often a hard one for practitioners, admin- 
istrators, and trustees to accept, since its relation to patient welfare, 
though demonstrable in the long run, is sometimes not immediately 
clear. 

One of the interesting paradoxes in the relation of doctor to hos- 
pital is that while both proclaim the primacy of patient care their 
different perspectives sometimes lead_to_disputes about this very re- 
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sponsibility. Disputes arise in departments like admissions, labora-j 
tories, and surgery; they typically concern timing of work and the 
distribution of scarce resources. Perhaps a clue to the paradox is that? 
the hospital is concerned with the needs of all the patients, while the 
individual doctor must feel a first devotion to his particular cases. * 


The Staff Organization 

Doctors are bound to one another not only by the natural solidarity 
of colleagues but by the knowledge that patients’ faith demands a 
united front of medical competence. They recognize too, that medicine 
and surgery are today so complicated that the single physician cannot 
master more than a segment of the total field; he must depend on col- 
leagues for technical advice. Since the doctor bears extremely heavy 
responsibility for his patients, it is obvious that he often needs the 
friendly support or reassurance of a colleague as much as he needs 
strictly medical discussion. 

Although there is thus a basic fellowship among medical men, the 
hospital setting calls for a more formal association. This association 
takes the form of a staff designed to represent doctors in their rela- 
tions with the administrator, trustees, and hospital departments. The 
staff has many functions: it insures adequate coverage of patient load, 
delegates individual responsibility, regulates standards of practice, in- 
cluding surgical operations and the qualifications to perform them, 
carries on the education of internes and residents, and recommends 
appointments of doctors to staff membership. 

T e internal composition of the medical staff varies from hospital 
to ospital. It is far more specialized in the large teaching hospital 
t an in the smaller institutions. In any case, there are gradations be- 
tween o der, veteran doctors and those who have recently attained 
^pro essional status^ In a small hospital the induction oh. the newcomer 
to t e sta organization is largely informal; the newcomer gradually 
j learns the way doctors are expected to behave, the normal attitudes to- 
War ot lcr l * n hospital such as nurses, and the prestige enjoyed by 
various staff members. 

, *h c krger hospital there is a definite pyramid of roles and posi- 
tions so that each doctor may be immediately placed in relation to every _ 
other. Chiefs of staff and of services are at the top of the hierarchy, 
where they can oversee the work of their specialties^ initiating and 
regulating the medical and surgical services of the hospital. Some 
teaching hospitals have full-time chiefs who engage in little or no 
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( r private practice, devoting their efforts to staff supervision, teaching, 
f and research. Chiefs are appointed for medicine and surgery, the two 
broad divisions of medical activity, and in large institutions there is 
further subdivision into such specialties as obstetrics, pediatrics, etc., 
with a chief for each specialty. Below the chiefs are found the great 
^ bulk of the staff, the attending physicians and surgeons who use the 
hospital for their patients. Although members of this attending staff 
' often contribute heavily to the hospital by teaching and service in the 
outpatient clinic, they are primarily devoted to private practice. The 
house staff, which owes its allegiance to the hospital itself, includes 
the chief residents and the very important apprentices in the medical 
system, the internes and residents. This latter group, while in training, 
plays a vital part in the functioning of the institution. Under super- 
vision, it provides a very great deal of the total patient care offered by 
the hospital. It is itself organized in a ladder from the head resident, 
a highly skilled doctor about to enter practice, to the interne fresh 
from medical school. 

The hospital administrator can consult his chief of surgery, and be 
quite sure that the decision reached will be understood and enforced 
further down the line. In the smaller institution there is no extended 
hierarchy of competence and staff rank, but doctors are roughly on 
one level. This may encourage the development of warmly informal 
relationships among staff doctors, but it provides less formal control 
and discipline than the hierarchy of the big hospital. Incompetent 
surgery may be speedily discovered under the hierarchical system, 
although even when discovered and censored necessary discipline does 
not always follow; in the small hospital control of quality is much 
more difficult. The chief of staff in a small hospital complained: 

Look at it from the doctors’ standpoint. How would you like it if 
another doctor who was your equal and a competitor looked over your 
charts and found mistakes and went around telling the patients that 
jyou weren’t a very good surgeon, that they should come to him instead. 
That just doesn’t work. Not in a small town and in a hospital this size. 
These ideas come from the big cities, and the men here are trying to 
impose them on a small hospital and it just doesn’t fit. 

The speaker was obviously discussing a hypothetical example, which 
would be a damaging course of action for the profession and the hos- 
pital if it were to occur. A usual procedure on the discovery of such 
information would be consultation with the executive committee of 
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the attending staff, the administrator, and possibly in due time the 
board of trustees. 

Divisions of interest are bound to arise in all staffs. If these remain 
at the level of technical differences of opinion (as seen for instance in 
the traditional split between physicians and surgeons) 'they may actu- 
ally increase the possibilities of rich and rewarding discussion. How- 
ever, divisions may be very disruptive. Even if differing philosophies 
of medical practice arc fought out inside the staff, the conflict may 
spread to the rest of the organization. The most disastrous divisions 
'for the welfare of the hospital arise from competition for patients and 
personality clashes. Once factions arise, staff discipline is likely to dis- 
solve and the administrator and nurses are forced to take sides. In one 
small community, staff factionalism grew so violent that the local 
citizenry also took up positions, with the result that the public rela- 
tions of the hospital declined very seriously. Of course the major 
problems involve others than the medical staff and decisions cannot be 
reached by it alone. But if the doctors disagree among themselves, 
their dealings with other powers— the trustees and the administrator — 
are much more difficult. Professional quarrels among doctors are par- 
ticularly harmful also because they shake public confidence in the 
medical profession. Professional associations attempt to keep differ- 
ences on a private basis and to do their own policing. 

I Internes and Residents 

One of the most interesting of all staff functions is the teaching of 
young doctors. This teaching, carried on for the most part in an 
apprentice-master framework, gives the hospital the air of a university. 
And so, in part, it is, with the medical school employing the hospital 
as a living classroom. Staff relationships— for the internes and residents 
are recognized and vital members of the house staff— are perhaps at 
their best in this area. The eagerness of students keeps medicine fresh 
and exciting for all staff members; their zest enlivens staff conferences 
and challenges older practitioners to be at top form. A specialist in any 
field, it seems, is flattered and intrigued at the idea of passing on his 
knowledge. Internes and residents gain much from the hospital, both 
in information and more subtle cues on how to behave as a profes- 
sional. Their major gain is undoubtedly the total experience of acting 
out the role “doctor” under extremely realistic conditions. The in- 
spiration found in working with top-flight physicians and surgeons 
often pushes them to high achievements in their own careers. But if 
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the young house staff member owes his core professional initiation to 
the hospital, it must be remembered that he gives the institution an 
incredible amount of time and energy. He is also often called on for 
a great deal of service for doctors, a service that may at times conflict 
with his goals as a student. ' ^ 

The relation of internes and residents to the hospital is a complicated 
one. In addition to the skills learned and the experience accumulated, 
the interne derives a certain prestige-by-association from the hospital 
if it is a major teaching center. He may come to be labeled as 

a “ man,” and take on portions of the institution’s renown. The 

highest-ranked teaching hospitals are able to attract the cream of 
medical-school graduating classes. In return for his training, the interne 
serves the hospital as a round-the-clock staff member; he works in 
many departments, supervised by the chiefs of service and by attend- 
ing doctors. The ladder of authority has many rungs, so that the 
young doctor finds himself coached and judged by persons directly 
above him. Internes, for instance, are under the direct guidance of 
assistant residents, who are subordinate to the head resident in their 
specialty; the head resident in turn reports to his chief of service. The 
interne has traditionally received little or no pay beyond basic main- 
tenance. Today the competition among hospitals for first-rate house 
staff leads to the practice, in many institutions, of making more than 
token payments to internes and residents. 

Since the interne's status in the hospital is an jimbiguous_one — part 

( student, part staff member, part donor of services — his relations to 
other staff members and other hospital employees are often rather 
ill-defined. Although he is at the bottom of the staff pyramid, he is 
already intensively trained and is soon to become a full-fledged specialist. 
One might say that his real status is a l atent one. His relations with 
nurses arc generally good and rewarding. More and more, internes and 
nurses work as partners. The interne is not old enough or experienced 
enough to dominate the nurse, even though he may “show off” from 
time to time. The typically warm, often light and humorous, bond 
between them is strengthened by the fact that an alert nurse may 
save the beginning doctor from serious mistakes. 

Hospital administrators lean heavily on the younger staff members 
( t0 cover the various facilities, particularly those with very uneven work 
| flow such as the outpatient clinic and emergency surgery. Internes 
* are under the administrator’s formal authority as temporary employees 
of the hospital. Yet their basic direction stems from the medical staff. 
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and in some sense they are guests as well as employees. Just as in his 
dealings with the medical staff as a whole, the administrator must 
elicit voluntary, informal cooperation from his internes. Although there 
is a set of minimum rules to which the house staff adheres, internes 
and residents take a fairly independent view of hospital regulations. 
They are young and spirited, just freed from the grind of medicalr 
school; coercion does not impress them much, so they must be inter^ ^ 
ested in doing a superior job. The young doctor’s allegiance to his^ 
profession is usually great enough to guarantee that he will fulfiU his 
major obligations in patient care, even when he flouts certain minor 
details of hospital procedure. A chief of surgery spoke of the interne s 
key role: 

It’s not like those steel-working laddies, you know. [A reference to a 
r strike occurring at the time of the interview.] If our internes walked 
1 out in the morning /e’d have to close the hospital by noon . . . and by 
' three o’clock we would have martial law. 

Relations between the younger house staff and the remainder of the 
medical staff are marked by a tenor of professional respect. Despite 
the many potential areas of conflict involving methods of patient care 
and responsibility, our observations tend to emphasize harmony in this 
relationship. Able senior men take great pride in the proficiency of 
.their students, and try to give them ample opportunity for guided 
/diagnosis and treatment. Yet one of the recurrent problems, touched 
upon later in the chapter under the discussion of research, and again 
briefly in the description of the operating room, concerns the nature 
and amount of work available to the younger house staff. There are 
. often protests from the residents that they lack enough of the right 
/ j kind of practice, while they are overburdened with routine cases. One 
surgical resident complained of a certain doctor: 

He’ll get you up at any time of the night for one of his cases. He just 

uses the house staff to do his work. 

Generally speaking, however, the ties between internes and older 
physicians are quite congenial, a model for the fraternity of colleagues 
which the interne is about to enter. 

Specialization 

As knowledge increases and techniques multiply, a professional field 
tends to become divided into a large number of specialties. This is a 
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natural development when the range of detailed competence grows too 
large for a single individual to master. It occurs in many disciplines 
and types of activity, but it is especially pronounced in medicine. While 
all professions are aware of the problems created by specialization, and 
of the need for combining special viewpoints into a coherent picture 
of the whole subject matter, medicine is particularly concerned since 
its subject is the indivisible human being. Failures of communication 
among physicists, for instance, may retard the development of the 
science, but similar failure among specialists attending a patient may 
impair his treatment. There is a critical need, then, both for broadly 
trained individuals who can correlate the efforts of several specialists 
with reference to a specific case (a role increasingly assigned to the 
internist) and for patterns of communication which can effect certain 
common understandings among the specialists themselves. 

The specialist’s relation to his colleagues, patients, and the hospital 
is not yet fully established. His role varies in place and time, and the 
coordination of his efforts with those of others entails difficult questions 
of adjustment and definition. The auxiliary specialist in the hospital — 
the pathologist, radiologist, or anesthesiologist — has an essentially facili- 
tating role in patient care. Problems of economic reward and medical 
jurisdiction inevitably arise, because these facilitating doctors are in 
an ambiguous position with respect to patients and regular attending 
staff physicians. As in so many situations inside and outside the medi- 
cal world, the technical excellence of the specialist’s work has not 
always been matched by a correspondingly excellent adaptation in 
human relations. The hospital faces a continuing challenge in making 
the best use of the specialist’s expert skills; his contributions must not 
only be accepted by the attending men, but must also be woven into 
the fabric of hospital organization. 

The auxiliary specialist’s facilitating role in treatment becomes a 
leading role in research and teaching. Freed to some extent from what 
Harvey Cushing termed “the killing routine of the clinic,” his energy 
can sometimes be directed to the pursuit of exact information and the 
elaboration of new ideas. Much notable research comes from the 
specialist, and it is not uncommon to find him playing a major part in 
the subtle and detailed discussions which often occur during grand 
rounds. As teacher, the pathologist and radiologist have a dual func- 
tion: they instruct students and colleagues in the exact subject matter, 
and perhaps more important they indicate the ways in which the 
specialty may be used to advantage by physicians who are not them- 
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selves expert in its complex detailed operations. Thus specialists try 
to foster the attitudes of cooperation which may compensate for the 
barriers raised by intensive subdivision of the field of medicine. 


Relations with Patients 


There is a growing sophistication in medical matters among the 
general public that makes patients question doctors more closely and 
demand more explanation than in the past . 1 At the time when medi- 
cine has greater resources than ever before, patients are also better 
informed and educated so that fewer things are accepted on faith \/ 
furthermore, other hospital workers do not seem to hold the physician 


in as much awe as his patient does. 

The medical staff is in a sense the recruiting agency for the hos- 
pital; except for charity and accident cases, patients enter the hospital 
on their doctor’s recommendation. And once inside, the doctor is the 
link between the patient and the strange world of the hospital on the 
one hand and the world he has left on the other. The doctor is thus 
in a strategic position to interpret the hospital system to the patienfand 
to bring information to the hospital administration about patients’ 
attitudes, criticisms, and satisfactions. He may be able to persuade the 
recalcitrant patient to accept hospital routines; on the other hand it I 
can be frustrating for a nurse to work hard over a patient who then \ 
talks only about his "wonderful” doctor, hanging onto his every word 
and taking the nurse for granted. 

Patients are not only problems of individual care for the physician 
I v^ut make a very important contribution to research and medical prog- 
jj tcss. A nonpaying case with intriguing symptoms often gets more 
' ^attention and draws far more intellectual effort than a wealthy person 
^with a routine ailment. In the large hospital, teachers, students, and 
research men have a direct interest in the numbers and types of cases 
admitted; they sometimes press for bed space to be devoted to interest- 
ing charity cases rather than mundane pay patients. In a hospital which 
handles both private cases and patients unable to pay, a conflict of goals 
may easily arise. Several residents in one large general hospital ex- 
pressed the belief that their training suffered because of the scarcity of 
charity cases and felt the hospital should accept more patients of deep 
clinical interest, if necessary at some financial loss. 


1 The Reader's Digest recently announced that it would send advance copies of medi- 
cal articles to doctors, so they might be prepared to discuss the newest drugs and tech- 
niques with their patients. 
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While the patient undoubtedly benefits from increased attention 
which research possibilities bring about, he may decide that he is being 
used as a “guinea pig,” that the doctors are more interested in his 
symptoms fhan in his cure. And he may feel under strain from being 
on “exhibition” when a chief of service comes to his bed trailing stu- 
dents behind him and delivers a public commentary on his condition, 
or when he is subjected to many repetitive examinations and is asked 
to relate his history to several different medical neophytes. In general, 
however, patients appear proud and pleased to be the focus of so much 
interest. They enjoy the unique importance their case assumes in the 
eyes of the doctors. 

Relations with the Administrator and Board of Trustees 
Although the hospital administers many services, from emergency 
treatment to laboratory diagnosis, the responsibility for each patient’s 
course of therapy lies with his own physician. The hospital can do 
much for any patient in the way of rest, diet, and minor medication, 
but the critical decisions of medical and surgical therapy must be made 
by a physician. In a curious sense, unmatched by any other organiza- 
tion, the hospital entertains the most important actors in the medical 
drama, the doctor and his patient, without being in direct command 
of either. 

The physician’s position as at once a guest and the dominant figure 
in the treatment of patients imposes a very complicated system of 
authority on the hospital. There are, in effect, two parallel lines of 
command; one for general hospital affairs, with the administrator and 
board of trustees at the top, and one for medical treatment, with the 
individual doctor and the medical staff at the top. In the case of any 
particular patient, his own doctor’s decision is controlling, yet the 
administrator is charged with supervising the hospital organization 
in such a way as to facilitate the treatment of all the patients. The 
hospital, then, has to cope with a highly independent body of experts 
who are only in a small way subject to administrative direction. Observ- 
ance of sterile techniques, scheduling of operations and admissions, 
regulation of the quality of surgery, a host of situations bring out the 
basic dilemma: who is the boss? How can an organization encompass 
a group of professionals who are not integrated into the administrative 
pattern ? 

Although the trustees are in fact the governing power of the hospital 
and have an effective veto over staff activities, the doctors have prestige 
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and technical competence which board members cannot disregard. 
If the staff does not approve and cooperate, it is almost certain that a 
hospital policy will fail. Where there are difficulties in determining 
general policy in the hospital, they usually result from differences of 
perspective on the part of the staff, the trustees and the administrator. 

Some quotations illustrate a few of the problems involved in their 
relationships: 

The relations between board of trustees, the administrator and the 
medical staff in the hospital are very vague. 

Wc have to keep a dose watch on expenditures. I suppose I’m an old 
tightwad, but I like to check on every nickel that’s spent. Doctors love 
gadgets, and always want to buy them right away. I try to quash their 
purchases of unnecessary equipment. 

The Board has to protect the hospital’s reputation. Publicity about a 
research paper was let out by one of our doctors, and because the 
research made false claims, everything was in a mess. Now the Board 
has a publicity committee to check over what is released as news about 
the hospital. 

— A board president 

l The trustees don’t move fast enough for me. The main trouble is that 
they don’t understand medicine. I don’t know when we’ll get rid of 
dead wood, and have some trustees who arc really interested enough to 
keep informed about medical matters. 

— A chief of medicine 

You can’t fight the doctors. If you try to browbeat them, you will soon 
become an ex-administrator. What you must do is get their cooperation 
in making changes you both want. You have to make them think your 
proposals were their own ideas. 

— An administrator 

The first duty of a trustee is to remember the human clement of hos- 
pital work. Doctors get calloused and forget that patients are human 
beings. 

— A trustee 

The organized medical staff is a vital mechanism in hospital com- 
munications. Doctors, especially attending men, are seldom in the 
hospital as a group. They visit briefly and at various times and their 
attention is so focused on their patients that it is difficult to get their 
attention for any length of time for nonmedical affairs. At the regular 
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meetings o£ the staff, information is passed on in two ways: the 
doctors’ opinions go to the board and the administrator, and messages 
from the board and administrator go to the medical group as a whole. 
When the staff organization is working well, it focuses medical atten- 
tion and summarizes the will of the doctors to other policy makers. 
An active staff with alert leadership can play a leading hospital role; 
lacking a coherent staff organization, doctors as diffuse individuals 
cannot exert a very systematic pressure. It is also to the advantage of the 
administrator and trustees to have a stable medical organization since 
it provides much more dependable information about the consensus 
of medical opinion. Individuals speak only for themselves. In some 
hospitals a liaison committee of medical staff members sits in with the 
trustees and vice versa so communication is further smoothed. If the 
difference in perspective of the top policy groups is substantial, mutual 
understanding may still result from the exchange of points of view. 

The highly independent attitude which is characteristic of most 
physicians, and their feeling that administrative patterns should be 
built around medical practice, results in many problems for the adminis- 
trator in his effort to coordinate the activities of all groups caring for 
the sick. To a person involved in a technical, highly skilled pursuit, 
it is perhaps inevitable that what he sees as the "petty” details of 
organization appear minor and irksome. Ideally the self-regulation of 
the medical staff should and often does insure compliance with 
hospital rules, but often the administrator is forced to act because the 
staff is laggard. 

A problem of this sort which seems to be almost universal in 
hospitals is that of keeping medical records up to date. The hospital 
must compile a full report on each patient’s hospital stay, course 
of treatment, diagnosis, etc. This is essential not only in legal matters 
and in controlling standards, but to the doctors themselves as material 
for research and teaching . 2 One of the chief tasks of the record 
librarian or administrator is to induce the medical staff to complete 
these records. A busy physician or surgeon often puts off his responsi- 
bility here, feeling it is less important than his work in actively treating 
patients. There is no easy way to bring about compliance. Threats and 
2 An outstanding orthopedic surgeon in a city with a leading teaching center, when 
preparing a paper on bone tuberculosis, wrote to the state department of health asking 
for figures on the incidence of the disease. Before replying to this letter, the director 
bad a search made for cases reported by the inquirer and found that he had never 
reported a case. The director pointed out to the surgeon that with such poor cooperation 
the figures could not be regarded as valid. 
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cajolery do a little, but unfinished charts pile up. In one hospital records 
were piled on chairs around the office waiting for doctors to finish 
them. In another instance, the librarian sought to push the physicians 
into doing the job by posting lists of those who were delinquent; she 
even tried to put pressure on them through their wives by mentioning 
how far behind their husbands were with their records. In another 
case medical records were kept up to date with what seemed to be a 
minimum of trouble. In this instance the medical staff had recom- 
mended that delinquents were to have their hospital privileges sus- 
pended until the records were brought up to date, and the trustees 
had requested the administrator to enforce this rule. 

The problem of records is only one example of the points of strain 
which occur as a result of the peculiar administrative control of the 
hospital. Though there are many such difficulties and irritations, they 
are not as crippling to the organization as might at first appear. The 
necessity of voluntary coordination means that the rules under which 
the doctors act must by and large be created or endorsed by their group. 
Compliance is more willingly given if the rules have been previously 
endorsed by those subject to them. The whole situation points up the 
importance of two elements which lie outside any administrative 
blueprint: 

1. The subtle and unannounced patterns of informal controls. Here 
we find the tacit approval or disapproval of colleagues, nurses or 
administrators bearing heavy weight. In addition, the individual’s 
own understanding of what is proper behavior, a “professional 
conscience,” tends to insure that the individual will act ethically. 
Though the degree of internal self-control varies from one doctor to 
another, the stability of medical and hospital systems depends on 
the fact that most doctors censor themselves fairly severely. 

2. The changing, growing patterns of human relations among the 
people involved. Through experience and close association, doctors, 
trustees, and administrators learn one another’s peculiar strengths 
and weaknesses. They tend to reach some form of adjustment. Since 
they have to work together, they usually find a way of doing so. 
And behind their divergent points of view, they share many goals 
and values. They are members of the same society, they are dedi- 
cated to the welfare of the patient, and they are agreed that health 
is an important goal. The elements binding them together are 
more powerful than those dividing them. 
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Relations with Nurses 

One of the most striking differences in the point of view of nurses 
and doctors toward the hospital is focused on the relative part the 
institution plays in their lives. The^ nurse's world is the hospita 1 . The 
doctor’s world, on the other hand, is only pardy _the hospital, for much 
of his professional time is spenLin the community or his office. The 
doctor uses the institution as a facility while the nurse is employed by 
it and subject to its administradon. The doctor prescribes treatment 
and thus iniuates many of the nurse’s activides. She assists him and 
does those things for the padent for which she is qualified. She is 
traditionally the doctor’s helper and takes direcdons from him. The 
nurse has had to struggle to attain a respected posidon in the hospital 
and in society at large, while the doctor’s prestige is legendary. The 
fact that most doctors are men and most nurses are women probably 
reinforces the difference in status.* The tradidon that the nurse is 
a helpmate to the doctor in a deferential, quasi-servant capacity is 
sdll in the background of the doctor-nurse relationship although the 
situation is changing, and a more nearly equal relationship than 
existed in the past is developing. At least two signs of this are visible. 
First, the outward forms of deference on the nurse’s part have become 
fewer and more subtle. Second, many of the menial dudes which 
characterized the nurse’s inferior posidon are being taken over by 
nurse’s aides and pracdcal nurses. The doctor is a working partner to 
the nurse as well as an authority. The nurse is with the padents for 
long hours. The doctor’s visits to the patients are brief but he gives 
j directions which govern much of what she does during her hours with 
i the padent. Most of the inidadve comes from the doctor and his be- 
havior generally sets the tone of their relationship, but it is not as one- 
sided as might appear at first glance. Nurses have informal techniques 
of controlling the doctor even though he overtly holds sway. Not only 
may they use personal tactics such as joking, but by the way they carry 
out actual work dudes they can express their feelings and make the 
doctor’s work harder-or- easier. Furthermore, they band together as a 
group more readily than the medical staff. Any doctor soon acquires 

a That the interplay between sex and occupational prestige is a complicated one is 
indicated by the fact that male curses generally enjoy considerably less prestige than 
female. A woman interne in a quarrel with a nurse said to her, “Well, I don’t see why 
any girl wants to study nursing anyway.” The nurse replied, “Why it seems very natu- 
ral to me for a girl to study nursing, but 1 don’t understand why she should study 
medicine. Tim's like being a male nurse.” 
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a hospital-wide reputation, and nurses have been known to shrewdly 
“gang up” on a doctor who had offended one of them: 

If things upset him when working with a nurse, the wise doctor will 
take no action. You never win with a nurse. Sooner or later she can 
always get back at you, particularly by spreading a bad reputation about 
you around the hospital. It is easy to get a bad name by offending just 
one nurse, and I’ve seen it happen. It happened to me at another hospital. 
Therefore I do not get into controversies with nurses if I can help it. 

— A senior resident 

There is a well-established feeling among nurses that one has to 
“kid a doctor along.” Although not all doctors respond favorably to 
such treatment, it is safe to say that a joking relationship does often 
act to case the strains inherent in any system of authority. 

But it would be a serious error to think of the relationship between 
nurse and doctor as an antagonistic struggle for power. There are 
many possibilities for camaraderie and informal cooperation. And 
when harmony is achieved, both of them and of course the patients 
are greatly rewarded. A new generation of young doctors and "eman- 
cipated” nurses is slowly evolving a relationship which differs greatly 
from the master-servant one. They see themselves as fellow profes- 
sionals, each with a distinctive competence . 4 The greater knowledge 
and more rigorous training of the physician make him the leader in 
the relationship. But the obvious requirements of the case itself, the ( ^ 
patients needs, can often dictate the course of action, lessening need, 
orders and obedience, giving more opportunity for a shared task.' 
The doctor leans on the nurse’s reports of the patient’s condition in 
ormulating the course of treatment, while she depends upon him for 
general guidance. 

Since doctors and nurses vary among themselves in personality, { 
skill and experience, different doctors treat nurses in a variety of ways I 
and the same is true of nurses’ attitudes. For instance, an older nurse 
may unobtrusively guide a young interne, taking the lead despite the 1 

^The traditional attitude o£ the physician toward the nurse is shown in an ancient 
Hindu medical code: “The physician, the patient, the medicine and the nurse are the 
four legs of medicine upon which the cure depends. When three of these are as they 
should be, then by their aid, the exertions of the fourth, the physician, are of effect and 
he can cure disease in a short time. But without the physician, the other three are useless 
even when they are as they should be. But a good physician can cure a patient alone 
just as a pilot can steer a boat to land without sailors.” 
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fact that their positions are formally reversed. Again, nurses’ behavior 
toward an individual physician will he affected by their judgment 
of his competency. The recognized medical specialist will command 
a large degree of respect, regardless of his personal characteristics. On 
the other hand, a less competent doctor who is adept in his inter- 
personal behavior cannot always fool the nurse. Admiration is usually 
solidly grounded. Conversely, doctors will lean more heavily on the 
experienced nurse than on the recent graduate. One of the thrills of 
nursing as reported by an operating-room nurse is the moment when 1 
expert surgeons recognize the nurse as a wholly competent individual/s 
accepting her into their confidence as a team mate. 

In general, it seems certain that the social distance between doctors 
and nurses, as well as between doctors and other professional workers 
in the hospital, is steadily decreasing. 

Research 

Research costs a hospital money even though the workers’ salaries 
may be paid by outside agencies. But at the same time it brings 
prestige to the hospital, not only in the eyes of patients, but in the 
attitudes of the larger community. The house staff so necessary for 
effective work can best be attracted when high-caliber investigation is 
a feature of the hospital. The intensity of interest in research stimulates 
the zeal of the medical staff and may have profound effects through- 
out the hospital; it may mean reorienting an entire generation of 
trustees to the importance of giving financial and moral support to 
research activities. It can also have a potent influence on morale 
throughout the organization if lay employees become infected with 
the spirit of high competence and scientific integrity. This means 
policy-makers must shift from thinking of the hospital as a refuge for 
the indigent and regard it as an institution of many purposes. The 
doctors who entered the hospital as guests to perform a few selected 
tasks have helped inspire this new concept, that the hospital has a 
threefold purpose: patient care, teaching, and research. The medical 
staff may push the hospital to be something more than a “hotel for sick 
people,” a phrase used by one surgeon in urging an administrator 
toward greater research efforts. 

A research program also has a cohesive effect. It serves to draw the 
medical staff and administration closer together. Pride in the investi* 
gation has a way of spreading throughout an entire institution; an 
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administrator or trustee may be recompensed for some of his trials 
with medical "prima donnas” if they produce scientific advances. 

The Doctor as a Community Figure , 

The practicing physician finds it ever harder to live a fully developed 
life of community participation. This is partly because of the distribu- 
tion of doctors, especially in rural areas, and partly because patient 
care is a much more complicated technique than in the past. His 
prestige is high, and his name appears on innumerable lists of com- 
mittees or sponsors, but he has little time for active participation. The 
time he once gave to local affairs of a nonprofessional type must now 
be given to a crushing patient load and, if possible, reading and study. 
An interesting illustration of the change from a rounded communal 
involvement toward the harried life of a technical specialist was 
reported in a small town: 

The father, Dr. Larkin, had done all the doctoring in this town for 
many years. In addition, he directed the Y.M.CA., was a bank director, 
and served as Republican chairman of the county for twenty years. 

The son, also a physician in the same community, reports that he is 
going to leave soon to take a residency in anesthesiology. He has become 
completely exhausted in this town, working eighteen hours a day or 
longer; handling fifty to one hundred people a day in his office, he feels 
he can t do justice to any of them. 

Specialization also tends to narrow the doctor's over-all participation 
in community affairs. He sees so many patients that he hasn’t time to 
explore their family backgrounds nor is it likely that he often treats 
more than one member of a family. Thus what was once the role of 
family counselor and local man of wisdom, who was consulted for 
many problems outside of health, has become a more fragmentary 
technical task. However, re-emphasis on the concept of psychosomatic 
illness, and recognition of the necessity to treat the whole man or to 
consider the family as the unit of illness, may draw the physician once 
again more closely into the web of community existence. 

In the broad field of social and economic problems, medical men 
often appear to lack interest and shy away from positive programs. It 
sometimes seems that the doctor is reluctant to consider wider social 
problems because his acknowledged competence does not extend this 
far. At a recent meeting of several thousand doctors in New York 
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City, less than fifty appeared for the panel discussion on social and 

economic problems. As a surgeon explained: 

I can only spare time for three or four professional meetings a year. 
When I do attend, I stick to the medical discussions and exhibits. I 
haven’t the time or the interest for these “political sessions. 

While the social position of medicine in the United States falU out- 
side the scope of this study, it is worth emphasizing that the individual 
doctor tends to cling to his technical role and to neglect the questions 
of policy on which that role ultimately rests. There are no specific 
unquestionable remedies for economic dislocation, no infallible labora- 
tory tests for problems of public opinion, and the specialist accustomed 
to precise answers often finds this realm unwieldy or repugnant. A 
curious contradiction seems to exist, in that the doctors who foster 
daily revolutions in methods of treatment arc in general quite con- 
servative and wary of social change. While this may be partially ex- 
plained as the natural conservatism of an economically rewarding pro- 
fession, the resistance also seems to be related to the single-mindedness 
of a highly trained technical expert. It is as if the role of “doctor 
sometimes bulked so large as to crowd out or overwhelm the role of 
“citizen,” a trend that, in this specialized society, is by no means con- 
fined to medicine. 

The hospital and the medical staff impinge upon one another at 
every point. Kach sustains each and it is vital to the survival of the 
other. The mutual involvement is so decisive that it is unrealistic to 
speak of separate groups. We must think of the situation, “the doctor 
in the hospital,” rather than a pair of forces, “the doctor and or versus 
the hospital.” 
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ANY SINGLE OCCUPATIONAL group, when studied carefully, 
may be seen to reflect its total environment and in particular die 
influences brought to bear upon it by other occupational groups with 
which it is associated. Nurses have been directly affected by changes 
occurring within the medical profession, for example. Their work has 
been modified also by the vastly increased numbers of patients. It is 
the number and rapidity of changes which has discouraged some 
nurses. One such woman was about to retire from her profession, and 
expressed her feelings this way: 

Now in the old days, every family had its own doctor and next to the 
minister, he was the closest friend the family had. They believed in him 
absolutely and when you got sick and he came and held your hand as 
your friend, it meant something to you. Now that has gone. It has all 
gone. Now people shop around for doctors. They have one this week 
and another next. And the nursing profession has gone down the same 
way. The nurses are no longer interested in giving service. They don't 
know how to give good bedside care any more. It’s a lost art. There are 
so many things that enter into it. I don’t mean to say that it is any- 
body’s fault, you understand. I think it has something to do with all 
these new drugs and with this early ambulation too, and everybody 
having insurance and so many people coming to the hospital that the 
nurses are worked to death. I think all those things are involved in it. 
All I can say is, it has changed and it has become worse. A person like 
95 
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me just can’t adjust to it any more, that’s all, we can’t accept the situa- 
tion. You try to live with it as best you can, but you don’t like it and 
you can’t really accept it. In fact you wouldn’t want to. 

I' Q. You feel that the relation between the nurse and the patient has 
■^become degraded? 

Yes, that’s exactly how I feel. It has become degraded all the way 
through and the patients aren’t getting the care they used to, and it 
doesn’t mean the same thing to the patient or the nurse or the doctor. 
It just doesn't mean the same things. 

The pangs which she was experiencing were felt by many others. 
Indeed, her cry was duplicated everywhere we went, but where she 
and many others were defeated by the changing times, some nurses 
were stimulated and excited by them. 

For the sake of clarity, this chapter will not try to deal with all of the 
changes which were influencing the life of the nurse. We shall restrict 
our attention, for the most part, to the internal problems of the pro- 
fession and leave it to the reader to keep in mind that in reality the 
nurse does not stand alone but in addition to mastering the problems 
unique to her group, must also cope with those pressing in from the 
outside. 

In order to get a perspective on the nursing group as it is today it may 
help to see it as it was in about 1900. There are many accounts of what 
the life of the nurse was like in the “good old days.’’ The Fiftieth 
Anniversary Number of the American Journal of Nursing contains 
several of them. Annie Warburton Goodrich drew a vivid picture: 

The hospital — well planned for law and order and control. The wards 
were eighty feet long and thirty feet wide, with ten beds on either side 
and a medicine chest in the center. How beautiful we thought those 
wards, especially at night — the rare mosaic tiles, the shining black beds 
with the red blankets at the foot, illumined by bright lights. 1 

She told of how the entire nursing service at the New York Hospital 
School of Nursing was carried on by students with just two exceptions, 
the Superintendent of Nurses and a Night Supervisor. 

Ruth Sleeper, in the same issue, speaks of “inspection day” in those 
times as being a flurry of housekeeping with shutters being dusted and 
seldom-used equipment washed, laundry folded with scrupulous care, 
and everything put into readiness for the exacting eye of the resident 

1 American Journal of Nursing, Anniversary Number, October 1950. P- 598. 
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physician who surveyed ward housekeeping with military precision. 
The student nurses were older than those of today, averaging around 
twenty-five, and their training was mostly an on-the-job apprenticeship 
supplemented with occasional lectures by the medical staff at odd hours 
when they could be slipped in most conveniently to the doctor. It 
was “learning by doing.” 

How wonderful, the speed one could acquire without the loss of fine 
technic, grace of motion and dignity of pace. . . . There were great 
women in those days who gave physically, mentally and financially, not 
only to build our profession, but also to open the eyes of society ... to its 
social responsibilities . 2 

That is the picture which the older nurses remember with nostalgia; 
one of law and order and control, and one of austere beauty. They 
remember the dignity and grace, both spiritual and physical, which 
they saw exhibited and which they sincerely desired to attain for 
themselves. What they have forgotten, or at least do not tell, is the 
price that was paid for these attainments. What was it really like for 
the human being, the high-spirited youngster who found herself in 
an atmosphere characterized by “military precision”? With but one 
supervisor on duty at a time, the discipline of students had to be strict. 
Each entering class had to be taught obedience to the class ahead of it, 
a stern line of command holding the least experienced in check. To use 
the language of modern personnel administration, there was "one-way 
communication" — from the top down! Not only was the chain of 
authority rigidly maintained within the nursing group, but each stu- 
dent was taught unquestioning obedience to the physician. In addition 
to these strains, the nurses were cloistered in their own separate 
residence and visits home were severely restricted since it was the 
philosophy of the day that they had to be weaned from their families 
and the sooner the better. The true nurse, it was held, was one who 
ottered her life in devotion to her patients, and extraneous activities 
were a drain on her energy and attention. She worked long hours and 
»d all hut the heaviest cleaning on the great wards. Talk of wages 
was discouraged as unworthy of women whose proper role was one 
° ,y Cr ^ c ' a ' devotion to the common good. 

” e ^!d not have opportunity to interview very many people old 
enough to remember what nurses* training was like at the turn of the 
century. Perhaps the average girl in those days adjusted to the situation 

Annie Warburton Goodrich, op. at. 
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without too many pangs. The bitterness which we heard expressed 
came from nurses who trained in the 1920’s and i93o’s for the most 
part and perhaps reflected a post-Victorian period when older super- 
visors were still struggling to maintain outmoded patterns in the face 
of a new and unsympathetic generation. 

Among the nursing departments we studied were some where the 
change from old-style to new-style authority patterns occurred most 
recently. The sentiments which we found reflected there were ex- 
pressed by one nurse in her middle thirties: 

The old supervisor was strict, oh my. We really learned a lot from her. 
But you know, everything was tight here then. 

'fi. Tight? 

Yes, I mean you had to do everything Just right. Even the human rela- 
tions were tight. Everything was like that, whether it was your tech- 
nique or your relations with people, it had to be done exactly according 
to form. It wasn’t enough to drape your patients, they had to be draped 
exactly so, or you had to drape them all over again. Same thing with 
linens, each towel had to be placed exactly on top of others of the same 
kind and folded just the proper way, or the supervisor would make you 
tear the whole closet apart and do it over. A lot of that was foolishness. 
We never got away from here nights because we spent so much time on 
foolish things. And when you did, we were so tired we just couldnt 
do anything with our evenings. You just didn’t have any social life at all. 

^f?. What were you saying about human relations being tight? 

Well, the supervisor was hard for everybody to get along with, and that 
made tension between the doctors and nurses. You got so you felt that. 
You felt exhausted all the time and it was the tension more than the 
work. We weren’t nearly so busy then as we arc now. She gave us 
wonderful training, I don’t mean to criticize her. I’m grateful to her for 
that, but I must admit it is better around here now. You can really be 
yourself, even around the doctors. You can act natural, I mean. We still 
have to be polite, you understand, and wait on them and all that, but 
you can at least express your point of view. It isn’t just we who are 
changing either. Things are changing all over the country. Now we have 
an aide to help us and our own maid and six graduates besides. You 
might say we have less work to do and more people besides. But the 
big thing is the lack of tension. ... 

Strict obedience may have been easy for girls raised during Victorian 
times. They had been trained in parent-centered homes and had been 
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expected to show extreme deference to all older persons. It may have 
been relatively easy for them also to behave humbly toward the doctor. 
They stood when he entered the room and allowed him to precede 
them through doorways. In modern America, women are not accus- 
tomed to the role of subservience and the constant reminder of their 
inferior status in these symbolic acts was a source of humiliation 
to them. 

In speaking of their experiences during their training years, they 
would sometimes become bitter: 

You wouldn’t dare to speak to the doctors. If you knew the chief 
surgeon was on the floor, you would hide. Everybody would hide. Here 
if the chief surgeon is on the floor you go up and make conversation. 
It’s just altogether different. I don’t know, I appreciated my training. 
It was a good school to learn in, but you never felt like an individual for 
one minute. There was always someone knocking you down. It sure 
wasn’t any place to work in. All but a few of the girls in my class got 
out immediately upon graduation. 

These quotations, it might be mentioned, are from nurses inter- 
viewed in different hospitals and trained in different schools. One 
Director of Nurses who is now struggling valiantly to build another 
kind of school said of her own training: 

The first month I cried all the time. . . . Finally the Superintendent of 
Nurses sent for me and I was terrified. She didn’t ask me to sit down 
or anything but just said sternly, “Miss Jones, I hear you are crying all 
the time. What is this, don’t you like it here?” I was so scared I just 
replied, “Oh, yes.” Then she said, “Well, this crying nonsense will have 
to stop.” That was all she said, I was dismissed. .. .It was a hard three 
years. Never once in the whole time did I express an opinion on any- 
thing. None of us did, we just did exactly what we were told and never 
asked questions. 

It is important to realize that some people adjust more readily than 
others to this kind of climate. Not all were rebels, but many were and 
they got out of the hospital as quickly as they could. There were many 
places for the young graduates to go. During the past twenty years 
the demand was increased for nurses in such fields as schools, industry, 
airlines, public health, and doctors’ offices. Within the hospital the 
need for nurses was constantly growing greater, especially after the 
introduction of insurance plans which increased hospital usage, and 
technological changes in medical care which made it more urgent 
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than ever that the sick be hospitalized. When World War II came, and 
the armed services began recruiting nurses, the hospitals awoke to find 
themselves stranded. There just weren’t enough nurses to go around. 

Those hospitals of which we have most knowledge seem to have 
followed approximately the same pattern. Things appear to have 
jogged along in the old manner with people doing the best they could 
within a gradually worsening situation until the day came when the 
person who symbolized the old order, a director of nurses or adminis- 
trator or board president, left the hospital either through death or 
retirement. Then the new order began to come into being, not with 
one grand splash but usually by inches. 

So far as authority patterns are concerned, the change was slow 
indeed. The new authority would issue directives and would some- 
times struggle valiantly to inaugurate reforms yet no changes occurred. 
One does not undo the work of generations in a week. One sympa- 
thetic observer commented: 

It wasn’t only this hospital, believe me. I saw the same thing happen in 
my hospital too [meaning where she trained]. Those older nurses were 
trained by a holy terror. When she walked into the dining room, every- 
one would stop talking and a distinct chill would come over the room. 

. . . Yet it was hard for them to adjust to the new Director. They were 
so used to taking orders that they didn’t know how to think for them- 
selves. She did everything to encourage them to make decisions at lower 
levels, to handle problems for themselves, but it was no go. They had 
been trained for years to take absolutely every detail up with the school 
office and they refused to have it different. I know in this hospital even 
after five years, they arc still calling on the office to check on every 
trivial detail. It must be maddening for the director. 

Not only that, they had been conditioned even in their attitudes. She 
would hold meetings for them and try to get them to express their 
opinion and they would sit there hostile. They were inwardly rebellious 
to every administrative decision and yet she couldn’t get them to speak 
up. Then they would go out of the meeting and gripe their heads off 
among themselves. 

The psychologist might think, of course, how could it be otherwise? 
To those caught in the situation it was a disappointment, particularly 
when they had attacked their problems with enthusiasms and high 
ideals only to find themselves resented, their fine schemes for introduc- 
ing democratic participation sabotaged by the very persons they 
wanted most to help. The following chapter on the head nurse may 
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help to explain the full circumstances. Head nurses had been trained 
all their professional lives to behave one way and now suddenly they 
were expected to turn around and do just the opposite. How could 
they accept democratic patterns when all they knew were authoritarian 
ones? 

In some of the hospitals we studied, ten to fifteen years have passed 
since the initial changes occurred. One might expect that the painful 
stage would have passed and a new equilibrium be established, but this 
isn’t entirely true. Many hospitals evidently still find themselves with a 
hodgepodge of people and policies, shadows of the past and portents 
of the future. The dominant note in the nursing administration today 
is not autocratic rule nor yet democratic order, but confusion. 

Let us consider briefly some of the many problems which result. As 
older supervisors leave and younger ones are substituted, one finds 
different patterns of control in the various departments of the same 
hospital. A student nurse in her junior year of training remarked: 

Gee, coming here from floor Z was like moving from night to day. It 
was awfully difficult for me upstairs. I just didn’t feel useful. You were 
afraid to do anything without asking permission first, and yet you 
didn’t want to do that all the time either, so most of the time you just 
stood around feeling foolish. 

(Note: On floor Z the head nurse told the interviewer how terribly 
lazy” these modern girls were!) 

Now when I came on this floor, I knew I would like it. All the girls 
o because they have more freedom here. There isn’t anybody checking 
up on you every minute of the day and they work their heads off too, 
everybody does. They love it up here. You know, graduates from this 
school are still criticized when they go to other hospitals. They say we 
on t show enough initiative. The fact is, we aren’t allowed to, on most 
oors. We always have to ask first before we do anything. That is all 
ttfiht too, in a way, you don't feel so nervous . . . but it doesn’t develop 
juuch self-reliance. On this floor they use more modern ideas and girls 
lo Ve it. 


1 ls known that vacillation is the hardest kind of authority to 
f^ cc Ph that children of extremely strict parents are probably much 
each 1 l ^ an t ^ 10sc w hose parents are indecisive or in conflict with 
other. What the modern student nurse faces is a variety of forms 
she 0rity * s ^ c l^ns about proper deportment on one floor, 

must unlearn on the next in order to fit in appropriately. 
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As the student struggles to adjust, the administration may bend over 
backward to assist her with the result that the older nurse on the 
floor feels left out, a “has-been.” As noted above, the older nurse may 
have had every impulse toward initiative relentlessly pounded out of 
her. She may expect and need to have someone come around regularly 
to check up on her and give her praise or blame. She is distressed 
when this doesn’t happen. We heard many complaints about lack of 
direction: 

This director never comes around. It seems to me she should, don’t you 
think so yourself? We used to get a real lift out of those rounds. You 
try to do what is right but then you get busy and it is always possible 
that you slip over something and I’m always glad if the director comes 
around. Then she will sec the thing and let you know about it and that 
keeps everybody on their toes. Now my director always came around. 
After she came through, you knew that everything was going to be just 
right and that everything was in its place. It was something to work for. 

Notice that this nurse’s sense of security was shaken because nobody 
told her that her work was well done. She felt a lack of recognition 
and lost her satisfaction in working. It is beside the purpose of this 
paper to discuss the merits of the making of formal rounds. The inter- 
esting thing to note here is the attitude which employees take even 
toward such seemingly neutral activities. In order to meet the emo- 
tiona needs of a variety of nurses trained under different schools of 
oug t, both the supervisor and the administrator must be unusually 
sensitive and flexible persons. 

Another complicating feature is the extended division of labor. In 
or cr to cope with the shortage of trained nurses, many additional 
groups were ^brought in to take some of the load off the faithful few. 

ne o the new” groups were older women who had been trained 
years e ore, married, and left the hospital field. Devices such as appeals 
to patriotism brought them back to the fold. In the light of the facts 
mentione above, one can readily see why this further complicated the 
numan rdations picture. In addition, these women were terribly out of 
, e y ma y ne ver have seen a blood transfusion given nor taken 
a oo pressure. The older nurse was placed in the embarrassing 
position of having to ask the student how to go about certain treat- 
ments. Where a “refresher course” was not provided to bring her up 
to date, she was at a terrific disadvantage. 

At the same time that the retired nurses were brought back into 
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service, auxiliary helpers were hired to do the less skilled work. 
Practical nurses with training varying from three months to two years 
could do almost any of the routine nursing tasks except administering 
medications. Aides could give bedside care to convalescents. More 
orderlies were hired to help transport patients and were used exten- 
sively in the men’s wards for bedside duties. Sometimes the prolifera- 
tion of duties which resulted among these groups worked smoothly, 
with each cluster of employees carrying out its assigned tasks. Some- 
times it didn’t work out so well. The head nurse or floor supervisor 
was the one who assigned the work and had the responsibility for 
coordinating all members of her team. In some cases she had no 


experience or training in the management of people. To our observa- 
tion, where there was basic insecurity among the nurses due to too 
rapid a sequence of change, fear of their jobs, or lack of clear definition 
as to where each occupational group’s work began and ended, bicker- 
ing and jealousy arose. There had to be a gradual easing in of new 
ideas and new people. 

Changes in the field of nursing education added to their complica- 
tions. Girls recendy graduated from hospital schools sometimes found 
it irksome to behold the advantages that undergraduates were receiv- 
tttg* Students were being encouraged to go home week ends, to main- 
tain normal social activities outside the hospital. Disciplinary rules 
ad been relaxed. When the graduate nurse considered the high price 
she paid, she may have felt a twinge of resentment to see other girls 
receiving their R.N. with so much less personal sacrifice. 

n the past the student nurse was subject to the control of every 
° j Cr I ? Urse on floor. Today, with the extended division of labor 
311 with the enormous strides in medical technology', the student is 
sometimes being taught to look only to the clinical instructor and head 
nUrs ^ ^ 0r direction. We have seen cases where she was deliberately 
^ognt to turn a deaf ear to instructions from other nurses on the 
grounds that they were behind the times. 

e presence of the clinical instructor is new to some institutions, 
e instructors are part of the school faculty, not under the jurisdiction 
and ^. Ca< ^ nursc in charge of the floor on which they actually work, 
w .. eir tas k is to supervise students. To fill these new positions, as 
tr , C as vacanc ies created when head nurses left, some hospital adminis- 
^ators turned to younger women with academic degrees. This was 
and t0 P ressures on hospitals to raise their teaching standards 

ln P art to the fact that the younger women fresh from colleges 
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had training in modern supervisory and administrative techniques 
which fitted them into the new scheme of things. It appeared to be 
easier to hire them than to attempt retraining of older staff members. 
This meant that nurses who once might confidently have expected up- 
grading on the basis of seniority now realized that doors were closing to 
them. They were “has-beens,” perhaps at the age of forty, too old to 
feel comfortable in the schoolroom and yet much too young to think 
of retiring. It did not serve to lessen tensions between administrators 
and general duty nurses, nor yet between nurses of differing educa- 
tional background, that these injustices existed. 

The problems of maintaining suitable order within such an en- 
tangled human situation are perhaps evident. It would simplify things 
if the supervisors themselves felt reasonably confident of their own 
course of action. However, it is a rare person who feels she knows 
the precise combination of firmness and leniency which is most desir- 
able in the various situations which arise. Where there are human 
lives at stake, nobody would suggest that complete freedom be granted 
those of doubtful competence in bedside care, yet the old pattern of 
rigid control has broken down and new ones are still in throes of 
being worked out. 


It may sound as if the situation were quite hopeless, but of course 
this is not so. We have seen people at work within it who brought 
humor and spiritual grace to the task and managed to find real satis- 
action in finding a way out of this maze, but it is not an easy job and 
not many people would be up to it. 

It is inevitable that other hospital personnel would feel the result of 
some of these tensions. There probably isn’t a hospital administrator 
or octor alive who hasn’t felt frustrated and embarrassed in his 


encounters with nurses. One student remarked: 


It is hard to know how you are supposed to behave. Of course the 
supervisors always stand when the doctor comes into the room. That’s 
e way t ey were taught to do and they sort of expect you to do the 
same, ou know perfectly well that some of the doctors are embarrassed 
wen you jump up, especially the younger ones. They say, “All right, 
a r >g t, sit down! ’ You know they don’t like it any better than you do, 
yet it you try sitting down, there’s always going to be somebody who 
looks at you funny. 


Some doctors were slower to accept the new patterns of relationships 
than others, and hospital administrators occasionally found themselves 
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caught in the crossfire between such doctors and the outraged nurses. 
For example, one man told us about the problem he was having with 
operating room personnel: 

We have just lost two of our best surgical nurses. They told the director 
of nurses that maybe when she was in training the nurses would take a 
lot of guff from the doctors, but not them! You know, surgeons can be 
the worst prima donnas of all. I had to tell the chief of staff about it. 
That was him on the phone just now. I said to him, “Phil, you will 
have to hold those boys in check. We just can’t afford to lose good 
nurses like that. You’re going to have to tell them to lay off.” 


One of the most bitter criticisms heard from doctors, administrators, 
, and older nurses concerning the younger ones was that they were lack- 
ing in ethical standards. No matter how fiercely nurse educators 
'insisted that students were getting precisely the same training in pro- 
fessional ethics as their predecessors had, the criticisms continued. How 
much credence should be placed in them? 

Perhaps two things have converged to change the viewpoint of the 
nurse toward her work. The first lies in the emphasis placed on its 
various aspects. A noted sociologist, Everett C. Hughes, commented 
that there are several models of what “the good nurse" should be. The 
first is that of the professional medical technician. The second is the 
model of physical and mental comforter. This last has much in com- 
mon with the old concept of the nurse as an angel of mercy. It came 
into disrepute among nurses during the 1920’s and 30’s when wages 
were falling and the devoted nurse saw herself and her kind exploited 
on every hand. It was about this time that nurses began to restructure 
their idea of what the profession should be. They no longer were 
content to be seen as primarily the devoted assistants to male profes- 
sionals. They wanted to be recognized as professionals in their own 
right. They began to emphasize higher education and technical com- 
petence. The nurse as comforter, the person who provided “tender 
loving care,” continued to be seen as part of the ideal picture, but 
certainly this aspect was less emphasized. In fact, it sometimes seemed 
to us that it was the student nurse and the older graduate who worked 
to keep this part of the ideal alive, while between them came a genera- 
tion of nurses who were somewhat shamefaced about tenderness as 
ttn element in good patient care. They weren’t quite sure that it was 
“professional.” 

Another force which influenced standards of nursing care was the 
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rapid turnover o£ personnel. Sociological studies indicate that there are 
at least two sources o£ morality, so far as most of us are concerned. 
One is that within the individual and arises as the result of natural 
goodness plus training in the home, church, and school. The other 
source of morality lies in the group with whom the individual asso- 
ciates. It was our observation that where nurses had worked together 
for a long period of time, they came to feel that they “belonged” to 
that floor and had a vested interest in maintaining its reputation. Along 
with the individual’s desire to live up to her own standards was a 
reluctance to let her team down. Where turnover was acute, on the 
other hand, this second impetus to moral conduct was missing. Each 
individual felt isolated and perhaps discouraged in her fight to main- 
tain standards. A truly good person probably remains good in such a 
situation but a weak one will develop a "what’s the use” or “who 
cares ’ attitude. It was on such floors as these that nurses told us shame- 
facedly /“I would hate to have my old teachers see me now.” 

4 According to the nurses we interviewed, the extremes of demoraliza- 
tion occurred in civilian hospitals shortly after the war during the 
readjustment period. As the nursing situation stabilized, it became 
increasingly easier to establish and maintain both a high level of 
nursing care and esprit de corps . 

Conclusions 

The nursing profession has been experiencing a series of internal 
tensions arising from a convergence of several sharp changes, notably 

ose in patterns of authority, division of labor, educational require- 
ments, and developments in medical technology. All of the hospitals 
o serve or heard about appear to have been caught in this confusion 
°rr CU . rre , nlS " of them were found to be meeting the situation 

e ective y while others suffered more severe dislocation. With the 
passing of time the underlying tensions appear to have been eased 

U ,L* e ta . a dministration remains a difficult one. 

e anxiety within the nursing group influenced its ability to relate 
effectively to other occupational groups. Doctors and administrators, 
as we as other types of hospital personnel, complained that the 
nurses were unusually hard to live with. In some cases individuals 
were held to be recalcitrant but more often it was perceived that the 
real trouble lay at much deeper levels. There was evidence that author- 
ities within the nursing profession understood the basic problems and 
were hard at work assisting individuals and groups to encompass the 
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many changes which were being thrust upon them. This chapter has 
perhaps not emphasized sufficiently the way that the professional 
organizations have united to meet the situation and to cope with it 
effectively. The challenge provoked a common will to master stubborn 
realities. 



CHAPTER 


8 


THE HEAD NURSE AND HER ROLE 
IN HOSPITAL ORGANIZATION 


WE OBSERVED A HEAD nurse at work on a busy morning. She 
was trying to get caught up on her paper work but every two minutes 
she was interrupted. Incoming patients, anxious relatives, visiting 
doctors and student nurses kept requiring her attention, often several 
o them at once. At intervals between patiently coping with them, the 
head nurse returned to her paper work and as she did so, she hummed, 
t was the same melody repeated over and over, one line of something 
vague y amiliar to us, and finally we recognized what it was. It was 
1 V? ^ ° ^ hymn ’ anc ^ I* went, . . while the nearer waters roll, 
whUe the tempest still is nigh” We shall be considering the tempest- 
osse ea nurse in this chapter, to see what her job is composed of, 
way it is so hectic, and what is being done to make it less so. 

The Traditional Pattern 

It may help matters to consider how hospital organization has 
c ange an the effects this has had on the head nurse. One small 
ospita we studied reflected a pattern which we suspect was a common 
one in years gone by. In this case the director of nurses had been until 
recent y in ull charge of a training school for student nurses. In addi- 
tion s e supervised the graduate staff, she trained the auxiliaries and 
irect y supervised patient care. She was also responsible for super- 
vising the housekeeping and dietary work. She tended the drug room, 
distributed linens and provided for their replenishment, and acted as 
hostess to the hospital’s official guests. She told us that upon occasion 
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she hadn’t hesitated a minute to tend the furnace too, when nobody 
else was available to do it. 

All of the employees in this hospital were under the immediate con- 
trol of the director of nurses. There were “head nurses” on each floor 
but they told us that the only distinction between themselves and other 
nurses was that they had particular responsibility for seeing that 
hospital records were kept up to date. They had little authority over 
the behavior of others except to schedule duties and report absences 
and unseemly behavior. 

Any serious complaint a doctor might have concerning the way his 
patients were cared for, he typically carried at once to the director of 
nurses rather than to the head nurse, and it was the director who 
reprimanded the nurse. The administrator conferred with the director 
of nurses daily and channeled through her any recommendations he had 
with respect to employee behavior or policy. In other words, she stood 
between the employees and all other authorities and any problem 
of coordination and control of either people or materials went to 
her for solution. 

In larger hospitals this simple a line of command may never have 
existed. Certainly in the ones we studied or heard about, the head 
nurses had long since been given control over their own floors. In some 
cases what this amounted to was a series of little autocrats rather than 
one major one. The authority system was remarkably similar to that 
detailed above. The head nurse held power over everything and 
everyone on her floor, being equally responsible for food service, nurs- 
ing care, any laboratory work done, and housekeeping detail. She 
supervised all the personnel, kept them supplied with working 
materials, and saw that equipment was maintained in good order and 
replaced when necessary. The only appeal from her control was to the 
director of nurses, who typically backed her up without question, most 
particularly where student nurses were concerned. It was felt highly 
desirable that they learn absolute obedience to authority. 

As hospitals grew busier and more complex, this system of control 
began to break down, as the previous chapter has noted. A review of 
the major factors involved will quickly reveal the impact this had 
on the role of the head nurse. 

The Work of the Modern Head Nurse 

First we might consider her supervisory duties. As late as 1932, 62 
per cent of all American hospitals with schools for nurses reported 
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that they employed no graduate nurses whatever, at the general duty 
level . 1 A graduate might serve as head nurse but her entire staff was 
composed of students at various levels of training. They tended to the 
needs of patients under her direction, cared for equipment, did house- 
keeping chores, carried trays, and did any other work she cared to 
assign them. Their subordinate position as students insured their sub- 
mission to her authority. 

As times changed, the employment of graduate nurses increased, 
partly in response to medical technology which demanded highly 
skilled personnel, and partly because of the growing scarcity of stu- 
dents. It is generally agreed that graduate nurses are not so easily 
supervised as students. Moreover, where turnover among nurses was 
acute there were additional supervisory problems, for nurses trained 
in different hospitals may vary widely in their command of theory 
and technique. The head nurse sometimes felt it necessary to keep 
newly employed graduates under close scrutiny until she was assured 
of their competence. This can be hard for a proud young graduate to 
accept . 2 

The employment of clinical instructors to supervise the work of 
students, discussed in the previous chapter, relieved the head nurse of 
some of her teaching duties. She remained responsible for the integra- 
tion of the students with the rest of her staff, however, and worked 
with the clinical instructor to see that they acquired the various kinds 
of experience necessary to their training. 

In addition to graduates and student nurses there were new auxiliary 
workers to be supervised. The chapter on these employees may serve to 
indicate how serious a problem they sometimes presented. 

Still another nursing group working on hospital floors were the 
private nurses. The private nurse is an anomaly within the hospital 

1 >939 Facts About Nursing, published by the National League for Nursing Educa- 
tion, 1939. 

When the Grading Committee asked 500 superintendents of nurses: ’ll you had 
your choice, which would you rather have to take care of your patients — student nurses 
or graduate nurses?’ 76 per cent replied emphatically that they would prefer student 
° W,nE - arC t ' le ««ons offered against the use of graduate nurses: 

difficulties of discipline; extravagance in the use of supplies, lack of familiarity with 
methods and routines of the particular hospital, the fact that they arc ‘here today and 
gone tomorrow,* that they resent criticism, and increase costs to the hospital.” 

Quoted to us by Miss Virginia Dunbar, Dean of the Cornell University-New York 
Hospital School for Nursing, from a pamphlet, “A Study on Use of the Graduate Nurse 
for Bedside Nursing in the Hospital," published by the National League of Nursing Edu- 
cation, 1933. 
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today. Formerly she did most o£ her work in patients’ homes. Today 
she may be found increasingly within hospital walls, where she cares 
for the acutely ill who require individual attention, and for the wealthy 
who wish full-time nursing service. In the hospitals we studied, the 
private duty nurse was not on the hospital payroll. She was a free- 
lance worker, responsible only to her patient, herself, and her profes- 
sional organization. The head nurse was not officially her superior. She 
was responsible, however, for maintaining order on her floor and this 
included the smooth incorporation of sometimes many private duty 
nurses. She answered their questions, saw that they had access to neces- 
sary supplies and drugs, that they were relieved for meals, and adjusted 
any differences which might occur between them and other employees. 

The work of the head nurse continued to include the coordination 
of people and materials, but it should be kept in mind that “materials” 
had changed drastically. Now there was an elaborate technology to 
nursing. The head nurse was the one who introduced each new medi- 
cine and machine to the others. If anything went out of order, she was 
the one to whom the others turned for help. Keeping her staff up to 
date in techniques and procedures was often one of her most trouble- 
some tasks, particularly where turnover among nurses was acute. 

In addition to nursing personnel, a wide variety of other employees 
were gradually added to hospital floors. In most hospitals food service 
came to be placed under a centralized dietary department. Tray 
service people sometimes took full charge of food distribution, includ- 
ing even the feeding of patients unable to feed themselves. Floor dieti- 
tians visited private patients daily to get their menu choices or to 
adjust special diets. Social service workers had been added to hospital 
staffs and would confer with patients on their nonmedical needs. 
Orthopedic floors often had a physiotherapist visiting them daily. Tech- 
nicians from the laboratory were on and off the nursing floors, taking 
blood samples and other specimens and returning to post their findings 
on patients’ charts. Even housekeeping chores were being looked after 
by a separate department in many hospitals, with maids reporting to 
their own supervisors. 

The head nurse remained responsible for the well-being of all of the 
patients on her floor. If the work of a maid, a dietary employee, social 
worker, or technician ruffled the feelings of a patient or otherwise 
interfered with the smooth operation of her floor, the head nurse could 
complain to the department head involved, but that didn’t necessarily 
clear up the difficulty at once. In the meantime she was faced with the 
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continuing need to coordinate the work of all these people over whom 
her authority was often, to say the least, ambiguous. 

Let us turn our attention to the patient. In the past, the typical hos- 
pital patient was an object of at least semicharity and was in no posi- 
tion to rebuke his nurse or to resist her authority. Even the occasionally 
wealthy patient was more easily subdued by the nursing staff than 
today, for in the past he came to the hospital only when his case was 
desperate. When he recovered sufficiently to be a psychological threat to 
his nurse (insofar as he began to order her around) he went home to 
complete his cure. Today the average patient isn’t as sick as former 
patients were, for he comes earlier and gets better faster. Moreover, he 
has hospitalization insurance and therefore a more independent spirit. 
He is much more likely to communicate with his nurse in a vigorous 
fashion. This doesn’t necessarily mean that he complains, of course, it 
may be simply a joking relationship. The point is that the nurse must 
now adjust to him almost as much as he is required to adjust to her 
and to hospital rules. When he becomes difficult to handle, the general 
duty nurse calls upon the authority of the head nurse to bring about 
more cooperative relations. Once the hospital administrator or director 
of nurses visited every bedside daily and dealt with any problems that 
arose. Today they cannot do so, the patients are too numerous. Serious 
problems still go to the top but others are left to the head nurse for 
solution. 

Even the relations of doctors to hospital floors have changed, and 
this also influences the work of the head nurse. We discussed in earlier 
chapters how some hospitals saw tension increased between the med- 
ical staff and the administration. When this happened, the director of 
nurses was almost inevitably pulled into the administrator’s corner, 
for she was after all his employee. In one hospital the chief of the 
medical staff had this to say: 

We think the technique in the nursery isn’t what it should be, for one 
thing. They should be more careful about sterile techniques, but when 
we say .anything about it they tell us it is none of our business. Now it 
is administrative business! I think it stands to reason that doctors arc 
in a. better position to sec what the nurse docs or doesn’t do than the 
administrator is, if only for the simple reason that doctors are working 
up on the floors and he’s working down here. When wc talk to him 
about it, he says we are interfering with pcrsonnell I don’t mean to 
complain about the nurses. The doctors and nurses get along all right 
around here most of the time, it is just that sometimes we think a nurse 
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isn’t doing as good a job as she might be but we don’t dare to criticize 
her. The administrator tells us it is none of our business. 

At this particular hospital the turnover of nurses had become chronic. 
The administrator was struggling to relieve pressure on the nursing 
staff, and part of his task as he saw it was to teach the medical staff 
to bring their complaints to him. The doctors were reluctant to do 
this. They preferred to continue expressing their forthright opinion on 
the nursing floor where the immediate problem lay. 

On the floors, it was the younger nurses who were both hardest to 
keep and most vigorous in rebuffing any perceived officiousness on the 
part of the medical staff. The head nurses for the most part were older 
women who had been trained in a day when the doctor’s authority 
was unquestioned. It was to these older women that the doctors turned 
with their problems. In all of the hospitals we studied we heard tales 
about how this or that floor was the favorite of this or that doctor. 
Usually it was the familiar story of an older physician turning to a 
sympathetic woman close to his own age who could be expected to be 
tolerant of his foibles and strict toward her nursing staff. In other 
words, where interaction between the medical staff and administrative 
offices grew cooler and less frequent, it was usually increasing in 
volume between the doctor and the head nurses. They were the ones 
who struggled to smooth things over. 

It is not surprising that in the face of these many pressures, some 
head nurses retreated. There are many ways in which one can run 
away from overwhelming problems. In some hospitals women were 
raised to the position of authority over nursing floors because they had 
worked there the longest and had proved to be excellent craftsmen. 
Sometimes they had had no experience whatsoever in organizing the 
work of others. Such a person, since her field of competence lay in the 
art of nursing rather than in supervision, tended to do what she was 
best at, which was to give direct bedside care. She put off the other 
parts of her job, resenting the time spent on paper work, supervision, 
and teaching. Sometimes a head nurse would have so much pride in 
her own command of nursing skills that she found great difficulty in 
accepting the less perfect work of subordinates. She would follow each 
student or auxiliary around, picking up where they left off and finish- 
m £ tbc job for them. In her eyes they were individuals, -and not very 
responsible ones, and she never saw them as a possible team. No effort 
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went into coordinating their activities and little in teaching. No time 
was spent in getting their point of view. 

We do not mean to belittle the hard-working head nurse. In some 
instances she was respected and loved just because she was selfless in 
her giving and superb in providing bedside care to her patients. Her 
willingness to help with the work and the example she set o£ devoted 
service outweighed her obvious limitations. Nevertheless, the floors 
o£ such women suffered noticeably from lack of organizational skill. 
When the tempo of the floor did slacken a bit and the head nurse 
found herself with some extra time, she typically spent it on house- 
cleaning chores such as tidying medicine chests rather than working 
on administrative matters which urgently needed her attention. It was 
her way of avoiding the areas of her work where she felt least ade- 
quate. 

Another type of retreat was that taken by the head nurse who cen- 
tered all of her attention on paper work. Sometimes this was an older 
woman who looked upon her promotion to this post as a graduation 
from hard labor, a kind of semiretirement from the strains of bedside 
care. In other cases the head nurse seemed genuinely convinced that 
it was wrong for a supervisor to help with routine tasks. She may have 
been overly anxious about this because of previous experience under 
someone who did too much of the work and failed to develop initia- 
tive among her subordinates. 

Paper work, of course, tremendously increased throughout the hos- 
pital during the past two decades. It was one way to keep control over 
a rapidly expanding organization. For the most part the nurses, like 
doctors, despised paper work. Even where it was seen as an integral 
part of research, the actual keeping of records was regarded as a 
stepsister to the curative arts. It was only the occasional head nurse who 
was paper-oriented. Sometimes this seemed to be rooted in a desire 
to please superiors. Everything had to look just right on the records. 
The aim in life of such a head nurse was to keep things running 
smoothly. Any deviation from the routine was an occasion for anxiety 
and resentment on her part, and criticism from higher authority was 
taken as proof that her staff had somehow let her down. 

It was our feeling in some situations that these work-minded and 
desk-minded supervisors suffered mainly from lack of proper train- 
ing for their work. If they had been given confidence in their own 
abilities through adequate preparation, they might have relaxed and 
done a better job of supervision. During the war and immediate post- 
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war period, many new graduates were tossed directly into the job of 
leadership without training, or even experience under competent 
direction. Others had taken brief courses in ward management where 
they received instruction in modern administrative techniques but 
they lacked a practical approach to their problems. It was this latter 
type of person who sometimes had the notion that a good supervisor 
disdained to use her own hands at nursing tasks. 

The theory that a supervisor should stick to supervising may make 
more sense in business than in hospitals. Where techniques change 
rapidly, a nurse who doesn’t keep in practice may become out of date 
in a short time. As a result her staff loses confidence in her as a 
craftsman. 

A third kind of retreat from the full responsibilities of leadership 
was made by the head nurse who tended to bypass administrative 
detail and even sometimes good patient care, in favor of improving 
staff relationships. She looked to her own employees for support and 
approval, placing too much emphasis on the maintenance of their 
good will. We found in talking with such people that they had often 
been victims of the work-minded or paper-minded .head nurses and 
were so discouraged by it that when it came their turn to lead, they 
went in the opposite direction. They went out of their way to express 
appreciation and encouragement to their workers and hesitated to 
reprimand them for anything, no matter how deserved. 

In our experience this type of head nurse was often popular at first, 
particularly with the thoroughly competent members of her staff who 
were grateful for their new freedom from control. Students, however, 
did not prosper under this kind of supervision, nor did older nurses 
who had newly returned to their profession. Such people felt timid 
about displaying their inadequacy. When an unfamiliar or difficult 
task came along, they tended to sidestep it, having it for someone 
else to do. This placed a heavy burden upon the competent and will- 
ing few. When the lazy or weak slough off their duties, the con- 
scientious and strong have to carry all the load. In time the faithful 
ones grew restive under this and the appearance of good relationships 
would begin to be disturbed by undercurrents of dissatisfaction. We 
were repeatedly struck by comments among both students and grad- 
uates that they preferred head nurses “who give a lot but who demand 
a ^ ot t0 °” They respected those who could command effort on the 
part of the entire work group. 

Some head nurses who grew up under the old order were able to 
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blend together the best of the old and the new ways of doing things. 
They managed to maintain orderly floors and at the same time to 
enlist the support of their staffs. Lucky is the young nurse who had 
opportunity to serve under such leadership. Personal interviews with 
successful head nurses brought out the interesting fact that such in- 
dividuals were modeling themselves after someone under whom they 
had worked previously. Usually this was a head nurse for whom they 
felt deep respect. Occasionally the reverse was the case, and the young 
nurse would tell us that she had at least learned what not to do. Poor 
head nurses could give us no clear picture of either very good or very 
bad supervision. They had only had experience with the mediocre. Is 
it any wonder that they were doing mediocre work themselves? 

In one hospital the students and graduate nurses could be counted 
on to mention Floor X whenever we ask them to cite which floors 
were considered best run. Floor X was for surgical patients. The head 
nurse was one of the older women who had managed to keep at least 
abreast of the times if not one step ahead. She was the first in this 
hospital to inaugurate the "team system.” 

On her floor the team system worked this way: There were three 
corridors. To each one she assigned a group of student nurses, auxil- 
iaries and one graduate nurse who was to act as team captain. The 
captain planned the work of her group. Each nurse gave complete care 
to the patients assigned to her that day. The “team" aspect consisted 
in the pooling of resources and knowledge. The group discussed each 
case briefly at the start of the day, considering the total needs of the 
patient. They called upon one another for assistance where the work 
required more than one pair of hands. The captain supervised the work, 
saw that each student shared in all kinds of experience necessary to 
her training, and assumed full responsibility for the patients’ welfare. 
She sometimes took upon herself the care of the sickest patients, tak- 
ing the newest student along with her to demonstrate the correct 
procedures. In the quieter periods of the day such as visiting hours, 
s . a S a ' n called her group together for informal discussion of the 
patients and their care. In the intimacy of this small work group even 
the most timid student felt free to participate. 

The head nurse on this floor was known to be strict. She demanded 
and got excellent workmanship but what was more, she got enthusiasm- 
On Saturday morning when no operations were scheduled, it was her 
habit to get all of the floor staff together to discuss the interesting cases 
in rich detail. It was then that ideas would pour forth. Students and 
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graduates would discuss the patients who weren’t making the progress 
hoped for, and what alternative types of care might be used to bring 
about improvement. The head nurse told us: 

I know that people do have ideas and if you can pool them, you can 
pick out the best ones. That way everybody has more interest in the 
work anyway. The senior students especially have good ideas. They 
will come and say, “Don’t you think we could try this or that?” I always 
say, "Well, all right, let’s try it and see how it works.” That gives them 
more of a feeling of self-confidence. 

Discussing the team system, she commented: 

Well, it means that there is always somebody there to help you if you 
have to pull up a mattress or turn a patient. It also helps the patients 
because there is always an older nurse on hand to see that things are 
done right. It gives the graduates a sense of responsibility they wouldn’t 
get otherwise. What I do, I hold meetings of the team captains once a 
month to discuss floor policy, and then hold a meeting for the entire 
staff and throw the discussion open to the whole group. If anybody 
comes up with a new idea, the group likes to give it a try and then they 
report back on how it worked out. I make rounds of all the patients 
twice a day and that gives me a chance to see that everything is as it 
should be. 

This head nurse, with her floor well organized and under control, 
had time to get acquainted with her patients, knew all their histories, 
followed their progress with active interest, and was in a position to 
communicate to the doctors in detail just where a patient’s needs were 
not being completely met. Her students and graduates helped to keep 
her informed. 

Elsewhere the team system is being used to bring together an even 
wider variety of workers. In some hospitals, for example, the social 
service worker, dietitian, and physiotherapist may join in the group 
discussion of plans for the day and the review of patient’s care. This 
is a feasible technique when each floor has such employees regularly 
assigned to it. When they, like laboratory technicians, travel all over 
the hospital in the course of a day’s work, it is harder to incorporate 
them closely into the plans of any one floor. It then rests with the head 
nurse to relate her staff effectively to the work of other departments, 
80 that the timing of duties coincides appropriately and the patients 
rc ^ ci £ c *^e best care with a minimum of delay. 

It has been said in an earlier chapter that the personality of a hos- 
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pital administrator sometimes permeates through an entire institution, 
and almost anyone who has worked in hospitals can bear witness to 
this. It is probably equally true that next to the administrator, the 
head nurse determines the climate of a nursing floor. She is the one 
who decides whether the work shall be patient-centered, doctor-cen- 
tered, or nurse-centered. More than anyone else she sets the pace of 
the work day, determines where the emphasis shall fall and which 
tasks can be hurried through. The average employee soon learns her 
preferences. It is within the limits of the floor that many people develop 
their sense of belonging. Floor staffs sometimes become tightly knit 
groups, loyal to each other and fierce in their defense of the floor 
reputation. They have been known to rise magnificently to emergency 
situations, supported more by their belief in each other than through 
any motivation which top management could possibly supply. It is the 
head nurse, more than anyone else, who can influence this esprit de 
corps. 

In order to bring about successful integration of her team, the head 
nurse herself needs the support of her superiors. If she is discouraged 
and confused, she will lack the motivation sufficient to do as good 
a job as she is capable of. 

The Head Nurse in Relation to Her Superiors 

The final chapter of this book will deal with interdepartmental 
relations. This one will therefore confine itself to the place of the head 
nurse within the nursing department. 

One reason why head nurses had come to have so much control over 
their individual floors was that as hospitals mushroomed in size, it 
became virtually impossible for a director of nurses to supervise the 
total institution. She was kept busy with recruiting personnel, directing 
the training of students, and determining over-all policy. It was her 
task not only to maintain her department but to relate it effectively 
to other institutions such as the state department of education, profes- 
sional nursing associations, and community agencies such as women s 
auxiliaries. Like the administrator, she became steadily busier with 
public relations matters. 

As the pressures accumulated, it became customary for directors of 
nurses to appoint administrative assistants. Two areas of responsi- 
bility were usually marked off from each other. The first was nursing 
education. The second was termed “nursing service” and included the 
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employment, administration, and supervision of all those directly in- 
volved in nursing care. The nursing service administrators we met 
were usually kept more than busy with problems of employment and 
administration. Hence, the supervision of nursing care came in time 
to be delegated to still another level of persons, sometimes called 
administrative supervisors. 

The administrative supervisor thus came between the head nurse 
and the assistant director in charge of nursing service. The supervisor 
usually was responsible for several head nurses and floors, or some 
special department or division of work such as the sterile supply 
division. In. one hospital the obstetric supervisor had under her charge 
the head nurses from all delivery rooms, labor rooms, nurseries and 
postnatal floors. Her work included the staffing of these rooms and 
floors, the engineering of the flow of supplies, and the coordinating and 
improvement of nursing procedures. 

The latter task was of considerable importance. In hospitals where 
head nurses had become accustomed to autonomy, the nursing pro- 
cedures and techniques used on various floors had grown out of line 
with one another so that it had become difficult to shift personnel 
around from one floor to the next to meet changing needs. For max- 
imum efficiency, more uniformity had to be brought about and this 
was a task which supervisors sometimes found difficult to accomplish. 

In one hospital the position of administrative supervisor was rela- 
tively new and the women in these jobs were still groping their way 
along. It wasn’t clear to them or to others whether they were line 
persons with full authority to order changes, or staff persons whose 
task it was to advise and help line personnel such as the head nurses. 
One of these supervisors said to us: 

It’s hard to put into words. You just don’t quite belong anywhere and 
you don’t feel secure. It isn’t that they want to be mean to you down- 
stairs, but you feel as if nobody quite sees your point of view, and some- 
times you aren’t too sure yourself where you fit in. . . . The head nurses 
here aren’t being paid what the supervisors are. If they were, I’d never 
be a supervisor. Being a head nurse is the most satisfying thing in the 
world. You have everything under your control and if there is anything 
you don’t like, you can change it. 

The supervisors at this hospital never knew clearly how demanding 
they should be. The head nurses didn’t know how to behave in the 
situation either. They were accustomed to making their own decisions 
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and now somebody had been added to the scene. One head nurse 
commented: 


One thing bothers me. We have too many people telling us what to do, 
too many people in authority. We have a director and now we have a 
supervisor too. ...They come on the floor and see situations which 
dont seem right to them. Now often I will have noticed these things 
myself but will just be too busy at the time to take care of them. I’ll 
put them aside to be taken care of at my first opportunity. Usually when 
the supervisor brings it up, I’m so busy at the time that all it does is 
interrupt my train of thought. It really can be quite bothersome. I think 
if these people would only leave me alone, I’d do a smoother job. ... As 
it is, it sets up a feeling of antagonism, almost. That is my biggest 
problem. 


Is the supervisor supposed to do that? Is that part of her job to go 
around and see what is going on? 

Well, that's something I wonder about too. Sometimes I just wonder 
" lat opacity is being filled by her. As it is, she pops up and I don’t 
know what authority she is going on. Now this other person above me I 
can acce P t » but with this one, I just don’t know. If we were told how 
we could cooperate with her, it would be easier for everybody. I know 
it bothers the head nurses on the other floors, too. 


One can sec that much of this mutual embarrassment must have been 
transit * ona l period. It was a matter of people accommodating 
all 1f* SC 1 VCS f ° " CW *^ eas and situations, and that included persons at 
lea™ T * C organization, for those at the very top also had to 
acceptable ways^ aUth ° nty and responsibility in clear and mutually 

nother hospital we came upon a supervisor whose work was 
” "” W m ‘ co P c and m °re dearly defined. This was an older 
head n Wor £. an in ^ cr l ate sixties, who had been a very successful 
head n!! rSe * P resent dut * es were to work with newly appointed 
nrpani^/rV. 8 ’ t0 e P them adjust to their new responsibilities and to 
organize the work of their floors. 

3t WOf k on °nc floor where things had become 
er proce urc was to stand by the young and struggling head 
rS ^’ ^ nc ° ura g'ng her to think through the various aspects of the 
W \ °l ^ c f se ^ things were to be done first, which 

second. I he new head nurse soon caught the spirit of the work and 
egan to move ahead rapidly, scheduling the tasks of the day so that 
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at least the imperative ones were finished and then as many of the 
others as possible. The head nurse told us: 

When I first came to this floor the work seemed unsurmountable. Now 
it is better organized and everyone on the staff seems more enthusiastic. 
I think they just feel more up to the demands made of them, and I do 
too. When you have more work than you can accomplish, you get so 
downhearted that it doesn’t seem worth while starting. Now the ef- 
ficiency has improved, more can be done because there is order. It used 
to be that we didn’t get the morning work done before the doctors 
came in to make rounds [about n a.m.]. We just about died when Miss 
Callahan insisted that we could be through the routine by 10:30, but 
now everybody takes real pride in having everything in order by that 
time. 

As the new head nurse got her department under control, this super- 
visor went ahead and worked side by side with the regular staff, 
helping with the ordinary chores. She prided herself on her technical 
skills and set an example to the others not only in efficiency but in the 
grace and skill of bedside nursing. Her effect on morale was tre- 
mendous. The weakness and danger of her role, to our observation, 
was that she was so excellent in her human relations and had such 
a compelling character that within a brief while the patients and staff 
were turning to her rather than to the young and struggling head 
nurse. She became the apex of ail activities and until the administration 
removed her, the younger woman was left feeling considerably frus- 
trated despite the fact that her work was under control. 

In another case an experienced nurse was put over several obstetric 
floors. She did classroom teaching, supervised students on the obstetric 
floors, and handled the administration of personnel and equipment. 
The head nurses who served under her were considerably younger and 
looked to her for guidance. Top management of the hospital, through 
long familiarity with this supervisor, had acquired respect for her 
judgment and regularly gave her views careful consideration when 
issues arose. In addition to the support she received from her superiors 
in the administration, this supervisor was upheld by the medical staff, 
m particular by the chief of obstetrical services. A busy man, he con- 
erred with her on policy and left the daily management of the de- 
partment in her competent hands. It was his custom to hold a monthly 
inner to which were invited the supervisor, the head nurses, the 
social worker in charge of obstetric cases, the internes and residents 
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currently assigned to the department, and such practicing physicians 
as were interested in coming (and several came regularly). After an 
excellent dinner there was an informal discussion session. Progress was 
reported, gripes aired, and plans laid. The head nurses here fitted 
into a well-knit team, and the department ran with notable smooth- 
ness. 

This picture of a successful department might be analyzed into its 
component parts. A good working relationship had been worked out 
between the supervisors and the head nurses, each understanding the 
role of the other. She was in a position to relate them effectively to the 
rest of the hospital, to top management in particular. And she had the 
support and help of the medical staff. Perhaps all of these elements 
were important in bringing about the effectiveness of her administra- 
tion. 

Communication Upward 

Having a sympathetic director of nurses or an administrative super- 
visor who can represent you effectively to higher administration is 
one thing. Representing yourself is something else again. Some direc- 
tors of nursing found that it wasn’t sufficient to set up intelligent 
administrative procedures. They also had to enlist the participation and 
interest of the head nurses in improving the nursing department as 
a whole. This was particularly the case where people and procedures 
had fallen behind the times, or where tensions had been developed 
between sections of the nursing department, for example between the 
teaching faculty and nursing floor employees. We shall discuss the 
development of improved communication among departments in our 
final chapter. It is sufficient to say here that in many hospitals, the 
nursing department was the first to feel the need for bringing people 
together on a face-to-face basis to talk things over and to pool ideas 
about improving patient care. 

One hospital began to do this on a high level, with administrative 
supervisors sitting with the director of nurses to discuss the division 
of labor among themselves. The discussions then turned to employ- 
ment policies, the orientation of newly employed nurses, revision of 
nursing procedures, and public relations. Before long the discussion 
technique had proved successful enough that the supervisors began to 
hold similar meetings for head nurses and their assistants. Then the 
total nursing group asked for meetings and were organized into dis- 
cussion panels. 
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Another hospital nursing department had a carefully worked out 
committee system. In this case it was not a spontaneous development 
but one which had been carefully worked out from above. Virtually 
every head nurse was on at least one committee and some of them were 
on several. We heard grumblings about committee work taking too 
much time from the work of the floor. In general, however, the meet- 
ings were appreciated. The topics discussed concerned such things as 
the introduction of new techniques or efficiency devices. It was com- 
mon for volunteers to try out new ideas and then report back to the 
others the results of their experience. In this way changes were initi- 
ated slowly with the experimentally minded setting the pace for others 
to follow more leisurely. A major consequence of the meetings was 
the greater familiarity which people gained with each other and with 
the problems of the hospital as a whole. 

One head nurse said: 

I never have trouble in taking up problems with the nursing organiza- 
tion. We have faculty meetings once a month and everybody is there 
from the different departments and you can bring up your problems 
and can comment and give your opinion on other people’s too, and 
there is a good spirit there. You are always free to express your opinion. 
We have committees too, you know. I’m the head of a couple of com- 
mittees. They arc very important. It isn’t always easy to fit in commit- 
tee meetings on a busy day, but I do think they are worth while. 

Summary 

We have been regarding the head nurse chiefly from the place she 
occupies in the total organization, showing how her job changed as 
the hospital itself changed. Once, in the typical small institution, her 
role was a modest one indeed. With a director of nurses in complete 
command not only of the nursing department but of other service 
departments as well, the head nurse was concerned only with the direct 
supervision of patient care. Even disciplinary problems occurring on 
her floor were passed along to the director. The head nurse’s subordi- 
nates were student nurses and maintenance people such as maids. 

In the course of time, hospitals developed rapidly and the central- 
ization of authority broke down. The head nurse was responsible 
for coordinating not only students but graduates, private duty nurses, 
new* groups of nursing auxiliaries, and many other levels of employees, 
addition she had more urgent problems to meet in her relations 
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with the medical staff and with patients as well as more paper work 
to do in order to relate her floor effectively to higher authorities. 

We know of no other role in our society which quite compares in 
complexity with that of the head nurse of a hospital floor. Supervisors 
in industry do share something of her predicament when it comes to 
keeping abreast of a rapidly changing technology. Hotel managers 
must cope with customers on a twenty-four-hours-a-day basis. Uni- 
versity professors make distinctions between their professional and 
their administrative duties. The captain of a ship at sea, like the head 
nurse, behaves differently in crisis situations from non crisis ones. He 
also must be able to cope with emergencies, keeping alive his skills 
as a craftsman as well as an organizer of work. But he, at least, is in 
unquestioned authority over all those aboard his vessel and he knows 
quite precisely to whom he in turn is responsible. The head nurse 
shares the problems of all those mentioned above, plus the fact that 
she must answer always to at least two sets of superiors, the medical 
staff and the hospital administrative hierarchy, and she must coordinate 
a bevy of workers over whom she often has only nominal control. 

This difficult and exacting role is still being thought through. A 
good bit of interest is being directed to it, on the part of national 
hospital and professional nursing organizations. Meanwhile these 
women remain the chief link between the staff of the average nursing 
floor and the rest of the hospital. 



CHAPTER 9 


SOCIAL SERVICE WORKERS 


THE MEDIEVAL INSTITUTION from which the modern hos- 
pital grew attempted to care for a very wide range of human ailments. 
With the rise of scientific medicine based on laboratory research, in 
the latter part of the nineteenth and early part of the present century, 
the concern of the hospital came for a time to be limited largely to 
physical illness. More recently, however, there is a growing realization 
that problems of physical illness arc often inextricably tangled with 
social and psychological difficulties, and that the best of medical and 
surgical care alone cannot always be depended on to restore the patient 
to health. The advance of psychosomatic medicine offers convincing 
evidence that symptoms cannot be effectively treated in a vacuum . 1 


The Job of Social Service 

One result of this recognition has been the rise of medical and 
psychiatric social service. Social work in the hospital setting is a recent 
cvelopment, found as a rule only in larger institutions and by no 
jneans in all of them. Although the social worker’s hospital role is 
ased partly on the expanding idea of therapy sketched above, it is 
3 re lated to the increased specialization of medicine which tends 
to bar the physician from his traditional function of counselor and 
general family adviser. The social worker’s job is hard to describe 


For an interesting discussion of social and psychological aspects of illness, see Leo 
p * n ? n ? an{ t Harold G. Wolff, Social Science in Medicine. New York: Russell Sage 
foundation, 1954. 
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briefly, for she is involved in a range of problems as rich and varied 
as the lives of the patients. One might say that her central task is to 
assist in relating the patient’s environment and personality to his med- 
ical treatment in such a way that the treatment may have maximum 
effect. In some important respects, she tries to supplement the com- 
munication between doctor and patient, interpreting the details of the 
patient’s situation to the specialist and helping the patient understand 
fully what his illness and its treatment mean. 

The social worker provides emotional support and counseling, as 
well as factual information and material services, for her client. She 
must be very skilled in interpersonal relations and very adept in utiliz- 
ing the resources of the hospital, welfare agencies, and other institu- 
tions. Although some of her work is quite concrete, dealing with diet, 
clothing, housing, and financial aid, much of it is intangible, falling 
under the heading of morale. The trained social worker acts to in- 
crease the spiritual resiliency and self-understanding of the patient. 
Her hospital role may be compared with those of the nurse and dieti- 
tian, two other professionals who contribute to medical treatment. 

Like the nurse and the dietitian she is a member of a professional 
association determined to maintain and extend her position of prestige 
and her function. But the nurse participates much more closely in 
medical care and inherits a well-established relation with doctors, a 
philosophy of service and recognition as a key member of the hospital 
team. And though the nurse belongs to a professional group which 
extends beyond hospital walls, her daily work doesn’t bring her into 
contact with the world outside. The role of the dietitian is more 
obvious than that of the social worker. Most people, lay and profes- 
sional, can understand that proper nourishment is critical to medical 
treatment. The emotional nourishment offered by the trained social 
worker is a less tangible contribution, although its importance is in- 
creasingly recognized. Also, the technical skills of dietitians are con- 
cerned chiefly with things. Their relations with patients are fewer and 
less intense. The dietitian can concentrate on calories and avoid the 
drain of psychic energy which marks interaction with a dependent 
client. On the whole, nurses and dietitians probably are in a more 
stable position in the hospital organization than social workers. Their 
tasks arc more easily recognized and evaluated. On the other hand, 
neither group has the freedom of action and the flexibility in defin- 
ing the limits of the job which is possessed by an alert social service 
department. 
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The Social Worker as a Professional 
The functions of social work have been carried on for centuries by 
laymen, but social service is a young profession. It has only recently 
become recognized as a technical field with a body of theory and prac- 
tice, and appropriate methods of training to qualify it as a profession. 
It is even now in a stage of transition from common-sense helpfulness 
to a sophisticated discipline. Social workers are typically a young, 
ea S er g r °up anxious to attain recognition as an established profession. 

As a young profession, social service shares many characteristics 
with other groups in the hospital which are also striving for recog- 
nition and an established position in medical care. Laboratory workers, 
dietitians, and others join the social worker in a desire to emulate the 
secure status and high prestige of the doctor. There are at least two 
central concerns of the blossoming profession which social service 
exhibits in its hospital activity : a concentrated effort to raise and define 
the levels of training and competence expected of full-fledged members 
of the profession; and a persistent attempt to define the duties of the 
social worker in relation to other staff personnel and to clients. The 
first of these concerns is shown in the increasingly strict standards of 
the field, the demand for master’s degrees and rich practical experience. 
These are sources of pride to the social service department, a tangible 
measure of its discipline and hard-won status as a specialty. The second 
major concern, that of staking out the distinctive hospital function of 
social service, appears not only in the intensive self-examination of 
motives and goals but in the strains and rewards of interaction with 
the doctor, nurse, or administrator. Because this department is a rela- 
tive newcomer, its duties are often ambiguous or ill-defined and each 
member is to some extent responsible for phrasing her own role. 

It is natural for a professional group, striving for recognition, to 
expand its duties toward the range of activities it feels appropriate to 
ull professional standing. This expansion, sometimes coupled with 
1 e a ggre$sive drive of a department growing in stature, may fore- 
* adow conflict with other groups over jurisdiction, rights, and duties. 
Social workers may even feel that this conflict is a necessary part of 
me professional task in a hospital situation. Thus, the director of one 
social service department was critical of workers in other hospitals 
w o got along too smoothly and easily with the rest of the hospital 
sta • She asked, “But are they really doing social work?” — as if sus- 
pccting that their good relations with doctors and administrators 
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rested on passivity and a willingness to perform something less than 
the full professional task. 

A highly developed professional sense also contributes to an atmos- 
phere of solidarity and congeniality which seems to distinguish the 
typically small social service department. There is a tendency to form 
a tightly knit group. Such a group is likely to exhibit high morale, 
a spirited, zestful attitude toward its work. This intimacy of under- 
standing is found very often among professional colleagues, but is 
perhaps most intense in the small group whose standing is not yet 
wholly secure. While a “we-feeling” has many positive implications 
for the satisfaction of group members and the quality of their work, 
the heightened spirit of belongingness may have potentially negative 
features. Perhaps the most prominent of these is the pattern of stick- 
ing together against outsiders, which is admirable for departmental 
purposes but may, if carried too far, generate clannish or snobbish 
elements. The aura of exclusiveness or very special competence may 
provoke misunderstanding on the part of other hospital employees. 
For instance, in one hospital a pharmacist lightly described the social 
service department as “the mind workers," for he thought they seemed 
to be an exotic group far removed from practical matters. 

The relationship of the department to the hospital work flow con- 
tributes to the tendency toward exclusiveness. Because its duties are 
highly specialized and because it deals with only a fraction of the 
patient census, it is relatively independent of the hospital system and 
is not a part of the normal flow of hospital work. It is in but not 
completely a part of the system. As a bridge between the medical 
world and the larger world outside, it suffers the fate of all bridges, 
suspension without totally belonging on cither bank. 

. ^ ut l ^ c f act that it is a small, ardently professional group also helps 
it in the performance of its work. The common background of the 
workers facilitates communication on patients’ problems and coopera- 
tion within the staff. And the tradition of competence and technical 
knowledge gives a feeling of real pride in the work. Like so many 
hospital duties, social work gives the satisfaction of altruistic endeavor, 
a ” j. . a few of them (c.g., medical care and nursing) it has the 
additional lure of intrinsic technical fascination. The social worker 
appears to feel an interest in the solution of social and psychological 
problems similar to that of the physician in physical problems. 



SOCIAL SERVICE WORKERS 


12? 


Major Aspects of Hospital Social Work 
• In a memorandum to the house staff, a director of social service 
recently stated the function of her department in this way: 

The hospital maintains a staff of trained medical and psychiatric social 
workers to assist patients with social and emotional problems related to 
illness. Broadly speaking, the function of the department is to help 
the patient find the most practical solution to any problem which may 
interfere with his making the best use of medical facilities. 


This statement sets forth three major elements of hospital social 
work which have important implications for human relations both 
within the department and toward the hospital as a whole. The first 
element mentioned, the existence of a trained staff, has been discussed 
in considering the social worker as a professional. Special competence 
and a desire for relative independence from administrative control are 
characteristic of the profession. 

Second, the department’s role is “to help the patient find the most 
practical solution to any problem which may interfere in his making 
the best use of medical facilities.” That is, the workers are facilitating 
agents whose job is to assist in medical care. They are in a consulting, 
subordinate position to the doctor, not independent practitioners. Their 
situation parallels that of the nurse who is eternally outranked by the 
Physician even if her capacity in a specific instance is superior to his. 
As one social worker expressed it, the key fact in defining her hospital 
r< ? c ,s ^ at “social work is not the primary discipline within the hos- 
pital structure and must gear itself to the medical profession.” 8 This 
cature of social work, with special reference to the psychiatric setting, 
*s a so remarked by an outside observer who emphasizes that in an 
organization the worker is always dominated by a higher status pro- 

. third critical point is that social service is “to assist patients 
^it social and emotional problems related to illness.” In other words, 
c social worker has a therapeutic relationship with individual pa- 
ents. Her work is more than a simple humanitarian task of helpful- 
neSS ' ^ * s a system of knowledge and techniques designed to enable 

5 L | ura J Jne Henrich, ‘The Role of the Medical Social Worker Within the E)c Senr- 
,951 * GcnWal Hos Piul.” M. A. Thesis, School of Social Work, University of Buffalo. 

Sortv'n. The Culture of Psychiatric Social Work,” Journal of Ptychiarric 

*** tter *- June 1952. 
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the patient to work through his emotional and social problems. The 
job is not necessarily fulfilled when the gross material needs of the 
client have been satisfied, since adequate diet and housing, for instance, 
can be best utilized only if the individual's emotional stability is also 
adequate. It may be essential to interview other family members, to 
survey the patient’s environment, perhaps even to carry him in sup- 
portive therapy as a client of the psychiatric clinic. The social worker 
then does more than a “practical” job of bailing unfortunates out of 
temporary jams. She brings specialized gifts and training to bear on 
a complex problem of rebuilding individual capacities. 

Relations with the Administrative and Medical Staff 
Until recently hospital social workers have been regarded as a 
luxury, and one still find traces of this attitude. Not every large hos- 
pital, however excellent, has a social service department. It is an 
unusually advanced administrator who regards it as a critical and 
basic part of the medical system. The primary function of the hospital 
is medical care, and although there is increasing recognition that the 
patient must be treated as a whole person, psychiatric and general 
environmental factors are rarely given emphasis at all comparable to 
that placed on regular medical and surgical treatment. Patients arc 
sent to social service if there is some special reason, as they are sent 
to x-ray, but it is not surprising that physicians recognize the need 
for x-rays more quickly and surely than the need for social work. 

People do not come to a general hospital explicitly for social coun- 
sding. Once they are there it may be discovered that their medical 
progress hinges on a complex of factors including emotional rehabili- 
tation, economic relief, or expert advice on family problems. But this 
is extra, a way-station on the road to medical recovery. The social 
no,: ex P ect to recruit her own patients in the hospital, nor 
wou it be considered desirable for her to do so. Most of them are 
r j™ ls medical, surgical, and clerical staffs. Since the doctor is 
t e ey decision-maker and initiates action for a variety of workers, 
professional and nonprofessional, the usefulness of any special depart- 
ment epends primarily on the extent to which the medical staff recog- 
nizes its role in the healing process. Doctors' recognition of social 
service varies widely. Some use it extensively and some not at all. To 
most, the social worker is probably a valuable consultant but one who 
is rarely the first to be called on and is seldom seen as a key figure in 
the doctor’s view of the medical team. The continuing education of 
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doctors and nurses about what the social worker’s function is and 
could be is an extra task for the social service department. In a teach- 
ing hospital this is especially important, since the house staff of today 
will be the attending staff a few years hence. One social worker de- 
scribed the way a resident physician came to lean more and more on 
her as he observed the help she could actually give his patients. At 
length she said with some pride, "A recent referral was made with 
this statement by the opthalmologist to the patient: ‘This is Miss H., 
the social worker. She can explain anything you want to know about 
your operation and can help you with other things, too. She’s a good 
person for you to know.* ” This relationship of the doctor to the social 
worker is an achievement and was only attained after months of 
experience. He had learned what she was like and what her special 
talents were, especially in explaining the patient’s condition to him, 
and by referring the case he gave the social worker recognition. The 
worker was able to begin her task under favorable conditions which 
included a positive recommendation from the doctor. This situation 
contrasts sharply with one of no referral, or a grudging, hesitant one. 

Another problem in referrals is appropriate timing. In many cases 
social service is consulted too late to be fully useful. The director of 
one department told of an instance in which an elderly patient was 
not brought to the social worker’s attention until the day of his dis- 
charge. It was then learned that he had no home to return to after 
caving the hospital. Such time lags are especially harmful in psy- 
chiatric difficulties where a few weeks’ delay may mean a steady 
Worsening of the patient’s condition. Social workers also often protest 
the use of psychiatry as a “grab bag” category, to which patients are 
referred only when the physician can think of no medical solution. 
A major portion of the social worker’s facilitating role is what is 
nown as “interpretation.” The social worker explains the practical 
meaning of the doctor’s diagnosis to the patient and also outlines the 
patient’s environmental situation to the doctor. Many patients find it 
ffficult to understand medical jargon and the doctor, especially in 
a . c in * lc > °ften hasn’t time to explain his judgment in detail. The same 
Pressure may prevent the doctor from getting a full background 
1 c P a dent’s problems. Some fragment of the life history which the 
P ysician didn’t have time to uncover may contribute to medical care 
W , Cft ^ later supplied by the social worker. 

. n community agencies social work is the cardinal discipline. But 
ln a hospital it is greatly dependent on the tolerance and support of 
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the “host agency,” and the workers arc of course subject to the admin- 
istrative controls which govern other employees. What kind of a host 
is the hospital? One we studied provided the social worker with a 
favorable environment but still withheld full recognition as a vital 
cog in the organization. Members of the department spoke jokingly 
of their status as an “orphan.” This good-humored self depreciation 
cannot conceal the very real hurt which social service workers feel, 
from evidences of lack of acceptance. For example, when much remod- 
eling was taking place in the hospital, social service was assigned to 
a fairly cramped area in the "old building.” They carried on a war 
of attrition in their fight for newer desks, better lighting, and more 
space, and made sarcastic comparison between the furniture in their 
department and the rich appointments of the neighboring electro- 
encephalograph room. Several of them half seriously said to the ob- 
server, “Please put in your report a request to Dr. Adams for new 
desks for us." The resentment was not based entirely on concern about 
prestige. Their therapeutic efforts were severely handicapped because 
they had to interview several clients at a time in crowded offices. 

Relations with Patients 

Social workers speak of “carrying” a case, and handling a case “load. 
These expressions are not mere figures of speech, for the psychological 
cost of shouldering another’s burdens is substantial. The social worker 
involves herself more or less fully in an ongoing relationship with a 
dependent client, which may include most of the features of psycho- 
therapy: the achievement of initial rapport, coaxing forth of a range 
of problems, the illumination to the patient of his own true condition, 
and the conclusion of the process when the patient attains a degree of 
maturity. And over all, or perhaps under all, the social worker must 
provide a continuing emotional support to the weak and confused. 
Of course, not every case demands such thoroughgoing treatment. 
Most individuals require only a segment which may be as “slight as 
the provision for a proper diet. But all clients need generalized support 
and this is perhaps the most demanding on the worker. 

To be effective she must be a person of above average maturity, 
even though she is unusually stable, the relationship to a client imposes 
severe strain. Special sensitivity such as the social worker needs is often 
accompanied by increased irritability, so the social worker may have 
a rather “low boiling point.” Workers may be at times impatient and 
guardedly hostile in their relationships with one another, although the 
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general spirit of cooperation and mutual respect is much stronger than 
the minor tensions. Nevertheless, dealing with complicated interper- 
sonal relations for long hours is a severe strain and results in a backlog 
of frustration which must be released in some way. 4 

The nurse also undergoes the pressures of long-continuing efforts 
to help a faltering individual to mature. But she can release much of 
the resulting tension in physical activity. She can actually do some- 
thing in a concrete and satisfying way. The effects of her work are 
there for her to see and so she can obtain a sense of accomplishment 
far more readily. Bathing and comforting a patient furthermore tends 
to establish a relationship more quickly than does the quiet counseling 
of a social worker. 


The social worker spends much of her time listening to clients and 
is schooled not to display disapproval or fight back if they become 
a 8grcssivc. A sophisticated observer of social workers remarked on the 
disparity between the free and yielding behavior which is desired in 
the therapeutic relation and the rather formal organization of the 
staff work itself. 5 While allowing the client great freedom, the social 
worker often hems herself in with a strict professional procedure in- 
cluding voluminous reports to the chief and a variety of superior- 
subordinate relations between senior and junior workers. Workers are 
very careful to point out who supervises whom in any work situation, 
^twnan beings seem to need a certain amount of structure and 
cfinition in their daily tasks, and perhaps the very lack of a stable 
pattern in the counseling situation leads to a strong desire for pattern 
m ot her aspects of the work. And the fact that the counselor has to 


give so much support to her clients may make her especially in need 
0 * u PPort from the case work supervisor. 

erhaps the most important thing accomplished by social service 
is a long look at the whole patient. No one else in the hospital has the 
and few have the skill to see the patient as a complicated human 
*ug in^ a total environment outside as well as inside the institution. 
. c soc * a ^ worker puts the pieces back together on the social level 
just as the diagnostician pieces together scraps of information from 
oratories, histories, and so forth. Her understanding of the whole 


Uadiij C f Ur ® eon exhibits some o£ the same strains, and bis explosive outbursts are a 
he has 'IL a ' t ^°. u sb increasingly less well-accepted part of operating room society. But 
a re T j 1 j. . °.® m inct advantages: his status is secure and high, and the reasons for strain 
never k_ C m * ur sical situation in a way in which the stresses of social work can 

P°Hak, Otto, op, cit 
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person may have implications for medical treatment, as when a social 
worker opposed the doctor’s recommendation that a certain elderly 
man be moved to the county home. This would have been medically 
suitable since where he was living he had to climb stairs which added 
to the stress on a tired heart. But the social worker knew that this old 
gentleman was at home in his neighborhood where he could chat with 
friends and roam his familiar haunts. She felt that he was being kept 
alive in large part by a warm human environment. So the man stayed 
where he was, and the doctor’s medical diagnosis was discounted in 
favor of morale factors. This story also illustrates that the social worker, 
if she is forthright enough, can have an important influence on patient 
care even though her policy conflicts with the recommendation of the 
physician. 

Because the relationship between the patient’s physical and social 
condition affects his recovery, there is an area of overlap and possible 
conflict between the special interests of the physician and the social 
worker. When differences of opinion occur, she is at a disadvantage 
because she lacks his status and explicit authority. The problem is espe- 
cially acute in psychiatric social work, for here the division of func- 
tion is even less clearly marked than in the medical sphere. At times 
the unclear separation of roles makes the worker protest that she is 
being asked to go beyond her professional competence, as when a 
worker complained of being forced to decide whether or not a new 
admission showed suicidal tendencies. At other times, in keeping with 
the striving professional spirit, social workers maintain that they are 
not allowed enough influence in medical and psychiatric decision 
making. 

Conclusion 

The professional medical or psychiatric social worker is performing 
a relatively new and little understood task. Her work in the general 
hospital is an auxiliary discipline, which has to fit into a going con- 
cern, while medicine is the central profession. 

As a small, highly expert group, the social service department usually 
exhibits a congenial atmosphere marked by strong feelings of soli- 
darity. The warmth of internal relationships, however, sometimes con- 
trasts with a more anxious, strained relation to the rest of the hospita . 
This possible tension stems in large part from the novelty of the 
worker’s role, and from the fact that her duties are loosely defined an 
incompletely accepted by other hospital groups. It should be empha- 
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sized that the burden of proof is on the social worker, who must 
structure her role so that her work may be integrated with the efforts 
of physicians, nurses, and others. If others in the system need to learn 
her worth and accept her competence, so too the social worker needs 
to become a part of the system by adjusting social service goals to the 
hospital pattern. Medical social work cannot flourish as a wholly sepa- 
rate specialty but as a highly developed set of skills adapted to the 
medical context. 

Social service is a demanding profession, but the worker is to some 
extent compensated for psychological strain by the rewards of a com- 
paratively free and expanding occupational role. 



CHAPTER 10 


CLERICAL EMPLOYEES 
IN THE HOSPITAL 


General Features of Clerical Work and Workers 

THE WHITE-COLLAR WORKER is one of the few hospital em- 
p oyecs whose job is often directly comparable with one outside the 
institution. Most clerical skills arc readily transferable from the hos- 
pnal to business or industry, and it is only rarely that an individual 
in t esc fields comes to the hospital with special training for specific 
osptta tasks. She is thus set apart from the professional workers whose 
training is highly specific. She is also set apart from them in that she 
ea s with symbols, words and figures, while most of the staff members 
are concerned with physical events. Nevertheless, white-collar employees 
are u y involved in the work of the hospital because of their vital 
ro e in eeping essential records and maintaining the network of 
ommunications. They are important in facilitating the flow of infor- 
itself° n CtWCCn l ^ c hospital and the public and within the hospital 

It is difficult to define the limits of the clerical staff, for it includes 
• Van “ y 0 P ers °ns in many departments and levels of the organiza- 
lon. owever, the major jobs to be considered in this chapter are of 
wo ypes. those involved in recording and systematizing the mass 
o etai e information connected with hospital work, embracing secre- 
taries, cer s, typists, accountants, business managers, and medical 
recor s specialists; and those concerned primarily with communica- 
tions, especially telephone operators and receptionists. 

136 
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Clerical workers often feel a strong identification with the aims of 
their organization and a loyalty to the administration. Perhaps be- 
cause they deal with official documents, and represent the institution 
in its dealings with the public, they are particularly apt to think of 
the hospital as an enduring fact, a self-maintaining organization. Some 
older employees, much like the devoted nurses who traditionally lived 
only for the hospital, have literally given themselves to the goal of 
keeping the institution afloat. A veteran business office supervisor 
showed these attitudes when he said: 

All my life I have gotten to work early and it’s too much of a habit to 
break. I’m tough on myself and I’m tough on my girls. People have 
different ideas. Some of the supervisors think you should just sit around 
and watch other people work, but I could never do that myself. I have 
always worked hard and I have never asked my girls to do anything 
I wouldn’t do myself. I guess there’s only two kinds of people in the 
world, those who like to work and those who don’t. In the past, we did 
just about everything, everybody helped out wherever the need was 
greatest. We were working 8:30 to 6:30 almost every day and Jots of 
times late into the night during the war. I guess wc were putting in 
fourteen or fifteen hours a day then. All we had time for was sleeping 
and working. 

Obviously, such an intense allegiance to the hospital, while fre- 
quently encountered, cannot be expected of most employees. Newer 
workers may regard their jobs quite casually, and a noncommittal 
attitude is relatively general in young office personnel who are search- 
ing for an occupational niche and may think of the institution as a 
way-station. 

Since the clerical job itself can rarely be described as distinctively 
medical, we must look for elements in the hospital environment which 
distinguish it from the usual office position. What are the satisfactions 
and dissatisfactions of nonmcdical work in a medical atmosphere ? Per- 
haps the outstanding positive feature is an opportunity to identify with 
the members of the healing professions, to feel oneself a part of the 
curative enterprise. This element is very important, despite its vague- 
ness. Not only does the hospital’s mission provide intrinsic satisfactions, 
but the prestige of professionals — doctors and nurses — tends to spread to 
the less highly skilled employee. One finds clerks wearing the symbolic 
white jacket with its flavor of science and authority. Then too, people 
who work in hospitals are often credited with special health knowledge 



138 


THE GIVE AND TAKE IN HOSPITALS 


by their friends and relatives on the outside. They are thought to be 
privy to the mysteries of disease and cure, and in fact sometimes serve 
as informal consultants on medical matters. Actually, nonmcdical hos- 
pital workers often do pick up a certain understanding and vocabulary 
which may lift their advice above the level of gossip or misinformation 
to the point where it is truly helpful to outsiders. 

Although the generally accepted value of the healing arts contributes 
to the clerical employee’s sense of usefulness, the hospital setting is 
not designed to enhance his prestige relative to the rest of the staff. 
White-collar personnel are not as favored as they are in business and 
industry because of the hospital’s reversal of the normal relation be- 
tween status and type of job activity. The top medical workers are 
manual workers, with the doctor as model. They manipulate instru- 
ments and people, while their executive counterparts in other occupa- 
tions deal with abstractions from experience in the form of ideas and 
numbers. When the person who works with his hands, the production 
worker, is at the peak of the organization, then the clerk cannot benefit 
in prestige by his freedom from manual labor. 

The hospital atmosphere, it may be seen, carries potential rewards 
and penalties. Nowhere does this emerge more clearly than in the effect 
of patient care on nonmedical employees. The presence of illness, and 
of the agents of cure, is at once repellent and fascinating. Hospital 
workers arc usually intensely interested in the cases which surround 
them, the excitement of disease and accident. They often express great 
curiosity about the details of illness and treatment, for these are things 
which impinge on the psychological system and pattern of values of 
every individual. One cannot easily be neutral about living and dying, 
or about the possibility of learning more about others’ lives. With the 
fascination goes fear, a keen realization of the truth that all men are 
mortal. Clerical workers often speak of revulsion before the more 
Y—ing as P ccts of hospital life, the sight and sound of suffering, 
t e drastic ministrations of surgery. An exaggerated fear of certain 
diseases may be observed, and even a kind of occupational hypochon- 
driasis, or "medical students’ disease,” in which the knowledge of 
symptoms convinces the imaginative person that he suffers from them. 
Some clerical personnel state that while they enjoy serving the hospital, 
they could not stay on the job if it were too closely connected with 
direct patient care. A young messenger girl recalled her experiences as 
an elevator operator: 
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I ran the elevator for a while, but it got too tough for me. The internes 
wed to get on carrying packages, and kid me about what was inside. 
Once one of them asked me to hold a box for him, and when he took it 
back he told me it contained an amputated leg. I finally had to tell 
Mr. Roberts [the personnel manager] that he would have to transfer 
me or I would quit. 

The surgical department often has trouble holding qualified secre- 
taries. Secretaries assigned to the surgical floor have spoken of night- 
mares, and of their fear of entering an operating room with a message 
for the surgeon. Yet, of course, many white-collar employees adjust ex- 
tremely well to medical and surgical situations. It can be very com- 
forting to know that excellent doctors and fine facilities are at hand if 
one should become ill. The hospital, in a fundamental way, protects 
and nurtures its employees as well as its patients. 

The security, psychological and social, of hospital work is frequently 
mentioned as a source of deep satisfaction. In common with nurses and 
other staff members, the office worker enjoys the hospital’s traditional 
concern for the personal well-being of its employees. A strong paternal 
element has long been a feature of hospital employment, although in- 
creasing organizational size, higher wages, and more formal personnel 
policies are combining to reduce its scope. Individuals like to tell of 
how their co-workers are taken care of by the institution, treated when 
they fall sick and shifted to easier duties if their energy falters. One 
middle-aged man employed in the business office said: 

When I was hospitalized last summer, the hospital wrote off $700 of my 
bill as an employee’s service and the Blue Cross took care of the rest. 
My doctor s bill was also free. There is one of the advantages of work- 
ing in the hospital. 

Also the people here were interested in how I was getting along. 
Dr. Sampson [the administrator] and Mr. Corrigan [the personnel 
manager] visited me very often and the nurses on the floor made my 
wife comfortable. When I was really sick, they brought her a reclining 
chair so she could relax while she stayed with me late at night. Anyone 
in this hospital, even the orderlies, could get just as good care as I got. 

Another reason employees give for enjoying hospital work is that it 
is not so standardized or routine as in a factory. They prize the variety 
and find the jobs interesting because of the changing duties. They also 
feel that the hospital is not an exceptionally demanding employer, 
allowing some freedom of action. A secretary commented: 
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I think the reason many people stay for many years in fairly low paid 
jobs is the atmosphere of freedom in the hospital. We are not chained 
to our desks and we do not have to account to anyone during our 
working day. I can slip out for coffee when I please. I can do my work 
at my own speed. This feeling is more important than a few extra 
dollars in the pay check. 

There are, then, many reasons for preferring hospital work. Espe- 
cially for the younger worker, these reasons must be compelling if she 
is to stay with the institution, since hospitals compare poorly with out- 
side employers on several points. Gross economic questions, such as 
wages, hours, holidays, etc., usually find the hospital at a disadvantage. 
The hope of financial betterment is surely a potent consideration to 
people who leave the institution. Underlying the other economic diffi- 
culties is the paramount fact that upward movement in the organiza- 
tion is not a real possibility for most of the clerical staff. The hospital 
system is a classic example of “blocked mobility,” with the professional 
staff monopolizing positions of high pay and responsibility. Advance- 
ment is sealed off for the majority of employees by virtue of their lack 
of training in medical skills, a lack which cannot be repaired by on-the- 
job schooling. As clerical work grows more specialized to fit the medi- 
cal world, and moves toward professional stature, this situation may 
change. But today there are few rungs in the clerical ladder; its top is 
usually a supervisory position over a small clerical group. 

Relations to the Public 

The business office, the reception desk, and the telephone switch- 
ar are critical points of contact between clerical personnel and the 
^ , lc * These contacts deepen the identification of the worker with 
t e ospital. She represents the hospital to the public and what she does 
as a significant effect on public relations and patient attitudes. At the 
same time, these relations involve a certain amount of strain. In Chap- 
in t e admissions office is described as a focus of many pressures 
rom patients, doctors, floor nurses, and the administration. People in 
t e usmess office, the reception desk and the telephone switchboard 
a so have to deal with these pressures. A business office is subject to a 
widespread internal hospital conflict in a particularly acute form: that 
between humanitarian ideals of service and the business ethics of finan- 
cial solvency. Although the immense increase in prepayment insurance 
has cased the situation for both patients and business office employees, 
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these workers are still caught between the public’s reluctance to pay for 
an unpleasant and unanticipated occurrence and the feeling of trustees 
that balanced budgets are an unquestionable virtue. They are not only 
caught between these two pressures but are in conflict within them- 
selves as well. On the one hand they feel a real concern for the financial 
stability of the hospital and on the other hand a genuine obligation 
toward unfortunate patients, and often some feeling of guilt at the 
necessity of demanding payment. One of the workers said: 

I’ve just been crying with a patient again. It’s your job and you have to 
go through with it, but it makes me feel ashamed sometimes. I feel like 
a villain in a play. 

But the head of an office in a small hospital, with long commercial ex- 
perience outside the medical held, proudly exhibited her books showing 
the month’s collections running a thousand dollars ahead of the month’s 
expenses. She said: “I try to run this office like a business.” 

The conflict is eased when the hospital has a standard procedure for 
bill collection which is firmly followed except when unavoidable excep- 
tions must be made. In larger hospitals a credit manager may remove 
some of the pressure from harassed cashiers and clerks. He may also 
be in a position to deal more flexibly with patients, having a higher 
status and more discretionary authority than the clerk. He is especially 
trained to help people meet their obligations and to handle the emo- 
tional accompaniments of financial strain. 

A similar problem besets the receptionists. One receptionist summed 
Up her situation in this manner: 

j 'There are two philosophies in this hospital; one says you should follow 
j the rules and the other says rules are made to be broken. 

Q. Which do you follow? 

I see myself as a buffer between the two. Most of the time I try to follow 
the rules, but sometimes it seems to me that for the patients’ sake they 
should be broken. At first I was afraid to say or do anything but now I 
just keep quiet and let them in. I tell them, “If anybody tries to stop you 
just tell them I gave you permission, and they should contact me.” 
Then I hold my breath and wait for trouble. 

P- How does your system work? 

I m really surprised how well it really does work. T know often the 
floor supervisor doesn’t like it, but so far they have let me get away 
with it. 
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The receptionist, as gatekeeper for the flow of visitors into the hos- 
pital, meets the public directly every day. Many of the people she deals 
with are especially upset and impatient. The hospital is set up to care 
for patients but is sometimes very inadequately prepared to cope with 
their families. Illness draws families closer together and the patient 
often needs psychological support from those close to him. Although 
a recognition of psychological and social needs, in addition to physical 
ones, is growing more common in medicine, most hospitals find that 
the pressure of work tends to make relatives a nuisance to staff mem- 
bers. Visitors, many administrators feel, must be controlled in numbers 
and distribution, both for the patient’s sake and the convenience of em- 
ployees on patient floors. Since floor personnel, especially the head 
nurse, are already very busy, the responsibility for regulating visitors 
falls to the receptionist. She must combine firmness with flexibility, 
must compromise the staff's demand for freedom from family interfer- 
ence with the visitors’ desire for unlimited access. Her resourcefulness 
is strained by many conflicting demands, as seen, for example, in the 
custom of “mass visiting” by certain ethnic groups and the frequent 
rhetorical question from impatient relatives, “What if it were your 
mother (son, father, daughter)?” 

Internal Communication 

Hospital organization is so complex, the integration of many semi- 
in ependent groups so necessary, and the nature and volume of work 
so variable, that continuous, effective communication is essential. The 
w ite-collar workers prepare and transmit a very large part of the writ- 
ten messages which keep the hospital going. But written communica- 
tion is too slow for many situations, so the telephone is of tremendous 
importance. The telephone operator at her switchboard is at the literal 
C p re , ° ° s phal communication. She realizes that a certain proportion 
o t tea s she handles are extremely urgent and grave; the vital char- 
acter o er job is self-evident. The tension which she cannot help feel- 
ing is comp emented by a sense of importance and a realization that 
s e is at t e strategic center of hospital affairs. She usually knows or 
in ers t e most significant happenings, and this awareness adds interest 
an excitement. Since the work demands constant alertness and staffing 
aroui ? ... l e c oc k> fatigue and overtime hours may generate occasional 
irritability. 

Perhaps the most difficult problem that the operator faces is the fail- 
ure of doctors to respond to repeated calls and paging. If the doctor 
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persistently refuses to cooperate she may have to bring the authority of 
a superior to bear on him. A telephone operator in a large teaching 
hospital described such an incident: 

I was eating at night in the dining room. A doctor who was sitting 
across the room was being paged. He got angry at this, rose and shut 
off the paging system. I got very uncomfortable because I realized how 
dangerous this is. I have gone frantic trying to reach someone. Then 
one of the other doctors put the system back on again. When the girl 
began paging this doctor again, he got up and turned it off again. I 
was so upset that I reported it to Mr. Morgan, the administrator, the 
next morning. I didn’t want to tell him the doctor’s name because it 
had happened before and it isn’t always the same one, but he insisted, 
so I told him. 

The interviewer asked: 

What happens when one of the doctors is so recalcitrant that your 
patience wears out? 

She laughed and said; 

I just have to lay them out in clover. If they do not respond I call the 
head resident. He is the type who cracks a whip over people and co- 
operates with me very well. All I have to do is tell Dr. Jackson [the 
head resident] that I am having trouble with somebody, and he tells 
me he will take care of it and then it clears up. 

One administrator, well aware of problems like this, deliberately 
oriented his incoming internes, residents, and attending physicians to 
the significance of the operator’s role. He tried to convince them that 
the telephone operator is potentially their best friend or most dangerous 
enemy. The same administrator, realizing that his telephone operators 
were isolated from the rest of the hospital because their switchboard 
was located in an out-of-the-way place, made a practice of visting their 
room and inquiring about their problems. In this way he was able to 
foster a sense of participation in the general life of the hospital among 
the operators, a sense they might have lacked despite the importance 
of the switchboard as a communication center. 

The relation between operators and doctors is very congenial, on the 
whole, and affords certain opportunities for joking and talking in an 
informal, relaxed way. Telephone operators perform many services for 
the doctor, such as holding messages or shielding him from unnecessary 
outside calls, and these services arc usually appreciated. 
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Relations with Other Hospital Groups 
In general we found the relations between the clerical staff and other 
hospital workers to be harmonious. This is perhaps partly because 
clerical workers are threaded through the institution in such a way it 
is difficult to identify them as a separate group. Nearly every section of 
the hospital has its clerical staff. In part, too, the harmony may rest 
on the fact that clerical workers do not compete with other profes- 
sional or nonprofessional duties that are more directly concerned with 
medical care or dependent on manual skills. Nevertheless there is some 
tension in coordinating their work with the professional workers be- 
cause of the difference in the emphasis on goals. The clerical staff is 
naturally concerned with systematic, detailed record-keeping and ac- 
counting. Doctors and nurses on the other hand tend to feel that records 
are of very secondary importance compared with the concrete and 
pressing job of caring for patients. They recognize that records are 
necessary to efficient hospital operation, but they are apt to grow im- 
patient when they have to take time out from their more important 
work to help keep them up to date. They recognize them as a means to 
an end, but are apt to suspect that clerical workers make them an end 
in themselves. Furthermore, much of the professionals’ work is unpre- 
dictable and they meet crises by improvisation. They are apt to consider 
the clerical workers’ insistence on meticulously following procedures 
as petty. This conflict seems to be found almost universally in the doc- 
tors’ delinquency in keeping up the medical records. 

Professionalization 

As in many other parts of the hospital, there seems to be some 
tendency toward professionalization among white-collar workers. The 
growing complexity of hospital insurance and welfare assistance, and 
the drive toward more careful and complete accounting procedures, 
require more highly skilled personnel, and the introduction of well- 
trained people with degrees in accounting or business administration. 
The medical records librarians have their national organization which 
is working to establish standards and qualifications. Schools are intro- 
ducing training programs specifically planned for medical secretaries. 
As developments such as these increase, they will influence the white- 
collar worker to think of herself not so much as the clerical worker who 
has a job in the hospital, but as a hospital employee doing clerical work. 
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Summary 

As hospitals grow in complexity and an increasing variety of skills 
must be utilized, competent clerical work becomes increasingly impor- 
tant. In the past, the clerical skills called for have been interchangeable 
with those in the commercial world. There are some indications that 
clerical work in hospitals is beginning to be a specialty. There are signs 
of incipient professionalization. Though clerical workers serve the 
therapeutic purpose of the hospital only indirectly, they are in the main- 
stream of hospital activities since they are a vital part of its communica- 
tions both with the public and between staff members. While the 
material rewards are generally lower than for similar work elsewhere, 
many hospital employees find the work particularly satisfying because 
they can identify with its goals and prestige, because their work is more 
varied and more self-directed than elsewhere, and because it affords 
both psychological and vocational security. 



CHAPTER 11 


THE NEW NURSING AUXILIARIES 


LONG BEFORE HOSPITALS or professional nurses were dreamed 
of, there were women who did amateur nursing as a means of liveli- 
hood. In our own times, who does not remember the neighbor who 
could be called upon to give help when a new baby was due to arrive, 
or when the whole family came down with the measles at once? This 
is as much a part of American neighborhood life as it is in any other 
part of the world, but we have been slower than other peoples, perhaps, 
to give official recognition to such work and to make it subject to 
licensure. In many communities, until just recently, the so-called prac- 
tical nurse was often seen as one who would cook meals for the family 
as we 1 as care for the mother and new baby. She was called upon to 
00 a chronically ill and the convalescent, while the registered 

nurse with hospital training was given the work of tending the acutely 
111 ? crso k n ‘ h was only during World War II that hospitals across the 
na V? n c s an to employ the amateur nurse in large numbers. Then 
su en y, when the shortage of registered nurses grew most acute, sev- 
era new levels of auxiliary nursing groups were added to hospital 
sta s, o ten in rapid succession. These groups were given various titles. 

ometimes they were called ward helpers, sometimes aides, or nurse 
assistants, or practical nurses. In some instances the names were inter- 
changeable from one hospital to the next, but gradually they came to 
mean different things. The ward helper usually was the least skilled 
of the auxiliaries. She did such work as filling water pitchers and run- 
ning errands. The aides and nurse assistants gave simple bedside care 
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such as making beds and feeding patients too ill to feed themselves. 
The practical nurses achieved the highest status of the auxiliaries. In 
most states they are now required to complete formal courses of train- 
ing and to pass competitive examinations. Their national organization 
is working to consolidate their gains and to win them the permanent 
place in the hospital for which their training prepares them. 

Characteristics of the Auxiliary Workers 

All new occupational groups apparently go through a period of pro- 
bation during which time they must strive for recognition and accept- 
ance, The nursing auxiliaries were not always greeted with kindness. 
In some hospitals they were given uniforms to wear which resembled 
those of the maids and were treated like housekeeping employees. They 
had to fight for the right to wear white uniforms (symbol of the medi- 
cal worker in our society), for really adequate technical training, and 
for broader opportunity to use their skills. As in the case of other new 
occupations, there was at first a wide variety of people employed and 
part of the difficulty lay in this diversity. On the one hand were the 
diligent, ambitious ones, often mature women who took on additional 
responsibilities eagerly as a way to prove their worthiness. At the other 
extreme were youngsters who drifted into hospital employment and 
took temporary jobs while they made up their minds what they wanted 
to do with their lives. In time, the more responsible women tended to 
move into the better jobs, but some admixture was still present in the 
hospitals we studied. 

An example of the dedicated type of person was Helen, a woman 
whose family had been “healers” for generations, and who quite evi- 
dently shared their sense of calling. Helen’s parents, grandparents, and 
an uncle had worked in backwoods areas among the lumberjacks. They 
earned their living as lumbermen or as midwives and on the side did 
what they could to relieve suffering among people who had no other 
medical service available to them. Helen told us that her grandfather 
had owned and passed on to his son an ancient textbook on surgery 
which they studied carefully and referred to before any piece of work 
was attempted. It is difficult to realize that such things are still within 
the life experience of Americans, but here was this woman working as 
a nurse’s aide in one of our modem hospitals. Her ambition was to 
achieve a license as a practical nurse. 

Another aide claimed never to have held any job for more than six 
months. She appeared to be extremely intelligent but had had no edu- 
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cation to speak of and, starting during the depression, had roamed the 
country exploring all kinds of occupations. Margaret commented ani- 
matedly on the medical cases in the ward where she worked, describing 
symptoms in a way which would have done credit to an interne. Her 
head nurse told us that the only trouble with Margaret was, she at- 
tempted to do things beyond her range of competence and had to be 
watched closely. 

On the same ward with Margaret was the other type of aide, a 
young woman who said frankly that she took hospital work because 
nothing else happened to be available to her at the time. Where Mar- 
garet worked unstintingly and obviously enjoyed her contact with pa- 
tients, Mary used most of her interview time complaining about them. 
She said that some were “real stinkers.” 


They wait until you are busy and then they all start yelling at once. It 
got me rattled at first, but after a few days I found out which ones you 
“nfk? k*. ^ rm w | t * 1 an d which ones you don’t. Now I can say to them, 
I 1 be with you in a minute” and the patients will simmer down and 
wait. I found if you are firm with them, they will adjust to it and not 
pester you so much. Of course, some of them are pretty nice too. Some 
will even help out and pass bedpans to other patients and make their 
own beds. They really go out of their way to make your load easier and 
you appreciate that very much. I’m certainly learning a lot about 
human nature. 


Mary claimed that she learned her techniques for subduing patients 
from watching the graduate nurses. 

Selection and Training 

These examples of an over-eager and a perhaps under-eager aide may 
serve to indicate how necessary skillful selection and supervision can 
. ’ m 1 C case auxiliary workers. Naturally persons with serious 
intent "ere preferred, and most hospitals gave priority to local women 
wit experience in home nursing. All of the hospitals we studied, 
owc.'er, 3 at k ast a quota of younger girls in the ranks below the 
practica nurse level. It was this younger group which seemed to benefit 
most from careful instruction and supervision. 

portion of these girls came from underprivileged communities, 
. ron ' depressed areas of the nation. They were new not only to 
I™ | to city life and sometimes to the acceptance of responsi- 

i ity. They brought attitudes and opinions to their work which other 
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employees found, shall we say, exotic. Not only did these girls need to 
learn a new way of life, but the hospital in its turn needed to adjust 
its ideas to cope with them. For example, one supervisor had this to say: 

They are really very good workers; I haven’t any real complaints to 
make at all. Of course, problems do arise but this is because it is a 
different class of people than I’m accustomed to dealing with, and they 
have different work habits. For instance, they don’t have the habit of 
working steadily in one place for any length of time. I almost never 
get anybody who can give me a reference of a place where they worked 
for more than three months. Another thing, they don’t give you notice 
when they are leaving. If you are lucky, they’ll come up and turn in 
their uniforms. . . . This is awfully hard for the head nurses around here 
to get onto. They can’t understand why I can’t tell them a month ahead 
of time that their aide is going to leave and have a new one trained 
to take her place. I can't convince them that with this type of worker 
you can’t expect this. It is unreasonable to ask, it just isn’t in their 
tradition. This is just a different kind of employee. 

This supervisor had been working with these girls for more than a 
year and was doing an excellent job of encouraging stability among 
them, according to hospital authorities. Her insights into their work 
habits fit very neatly into what Dr. Allison Davis 1 had to say about 
the short-range goals of underprivileged workers. When people have 
led a hand-to-mouth existence as many of these girls had, their “psycho- 
logical time” comes to be measured in days and weeks, whereas a 
more secure person plans in terms of years. Perspectives can be changed, 
of course, but such fundamental adjustments in outlook take time. 

In another hospital a supervisor with similar problems was working 
to increase the feeling of stability and security in her workers in this 
way: 

One thing I’m doing is to make up job analyses and descriptions for all 
the auxiliaries. I find that people feel more secure if they know just 
what they have to do. Do you find that? They want to have a basis for 
praise or criticism. If they know what is required of them, then they 
know whether they are fulfilling the job or not. The type of people wc 
are getting today can only do routine things. You can’t be too vague 
about it or they will be frustrated. They must have something definite. 

1 Allison Davis, “The Motivation of the Underprivileged Worker,” Chapter V in 
Industry and Society, edited by William F. Whyte. New York: McGraw-Hill, 1946. 
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This supervisor had the wisdom to consult both head nurses and 
auxiliaries and to get their participation in drawing up her job descrip- 
tions. For the most part, people were pleased with the finished product 
and we found her work being referred to in many instances. On the 
other hand, insofar as the aides on different floors were found to be 
doing different work, it pointed up another problem which she had 
recognized but had not yet been able to solve, the acute need of a uni- 
form training program. For example, one of her nurses’ aides pulled 
a job description sheet out of a drawer and pointed out the items listed 
on it. 


Do you know what a sitz-bath is? I don’t. I've been an aide here for 
mne months and still have never given one and what is more I wouldn’t 
■now ow to start. If anybody ever ordered me to give one, I’d die. The 
enemas — I could probably figure it out if I had to, but 
no . y ever showed me. A lot of things a person can figure out from 
f lf °' V . n comt ^°n sense, but some things really require training. An- 
er t ing which worries me is sitting beside a patient who is just 
mmg out of an anesthesia. How do I know when a person is just 
unconscious and when they are going into something deeper? All you 
Lno, V S Slt , ‘fk t ^ cm and scared to death, because you don’t 
evc^know ’t 1 ^ and anything went wrong, you wouldn’t 


a new nn f r . IC . U j ar k° s Pkal, as in several of the others, the training of 
that floor 31 C thcoretica lly in the hands of the head nurse on 
ing the task ** *** y ha PP ened was that these busy women were turn- 
“show the ° VCI - i t0 cx P cr * enccd aides and asking them to please 
torilv ^ ro P es ” Sometimes this worked out satisfac- 

situation we found', Th ' fol!owin S talc illustrates the kind of 
by the nurses . ° ^ comm °n. This particular aide was respected 
along with the otheTakfeT ^ W “ Cxperiencing difficult y in S etting 

eirls train' tra * n ‘ n g die others and this isn’t fair. I had three 
they seemed to* ^ ^ diem were very nice girls, too, but still 

said we will Sv reSen 5 the fact that 1 had 10 tell them what to do. If I 
them orders. I t'hh* T loda y, fi S urtd that I was giving 
vou? Then wUn *u " Cy diould be trained by some authority, don t 
he to tell rti u ?° mc on this floor, all I would have to do would 
ennal -inrl JT.r 616 Wef e kept. You see, they want to feel your 

they HnnV V 'I 3ren 1 U P to 51 y«. How can they be equal when 
they don t know the work? 



THE NEW NURSING AUXILIARIES 


151 


In all the hospitals studied we found that it was well recognized that 
aides required uniform training given by a person of superior status 
and ability. The problem lay in how to get this accomplished. With 
aides coming and going it was a discouraging business to contemplate 
making the initial investment. A few hospitals managed to train all of 
their aides at one time. In other instances it was felt more desirable to 
select a few from among the many. None of “our” hospitals made the 
mistake which we heard about elsewhere, of selecting the aides who 
needed training the most. While this appears logical, it obviously has 
the severe handicap of making training seem to be a punishment, some- 
thing to be ashamed of. The hospitals we studied chose the opposite 
course and trained the cream of the crop. These women were selected 
by their work supervisors as the “most deserving,” i.e. of relatively 
stable disposition and good work habits. The head of the training pro- 
gram told us: 

When they finish their training, we call them “nurse assistants” and 
now all the other aides arc coming to me and asking why they can't be 
nurse assistants, too, I have to tell them that they select themselves. 
When their work is of a sufficiently high caliber, they will also be in line 
for training. See, I deliberately picked the girls who were most con- 
scientious and faithful and now they are an example to the others. The 
others feel that there is some reason for working hard now. Before this 
they figured what was the use. 

We came upon these “nurse assistants” in their pretty new uniforms 
throughout the hospital. They were going about their business in an 
efficient manner and bore themselves with poise and a new self-confi- 
dence. From all accounts they were more than earning their small raise 
in pay. 

Rivalries 

Any situation where changes are occurring can be expected to show 
a certain amount of strain as people struggle to accommodate them- 
selves to the new order of things. This was true here as it was elsewhere 
in the hospital. Let us consider first the tensions among these workers 
themselves. 

As the newly promoted girls returned to their floors and began to 
work among the unpromoted, there were indications of tension. In 
« case l hc new nurse assistant was expected to do some of her old 
chores as well as the new ones and the unpromoted aides insisted that 
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she “share and share alike” until all the common tasks were finished. 
Only then would they permit her to begin her additional duties. They 
insinuated that she “thought she was something,” and exerted subtle 
pressure on her to prove that she still was o f a democratic spirit. We 
found this youngster scurrying about trying to do the work of two 
persons, and learned that she had hit upon the strategy of coming in 
to work an hour earlier in order to get things under control. She was 
not reporting this additional hour and her superior apparently had no 
idea what was going on. This may sound extreme but it was not new 
to our experience. Workers must live with each other as well as with 
their superiors and most of them are deeply concerned that they be 
accepted by their fellows. 

Such problems were less acute on floors where the work of the new 
nurse assistants was sharply delineated from that of the unpromoted 
aides. A typical example is the reaction of an aide who related in detail 
just what the new duties of the promoted girls were and when she was 
asked whether she would like to do such work herself she replied, 

Oh yes, yes very much. In fact, I’m looking forward to it. The supervisor 
says she thinks she can get me into the next class in September. 

The fact that this aide was accepting the situation didn’t necessarily 
mean that it was tensionless, of course, but merely that it was easier 
to handle tensions gracefully when everyone knew what the distinc- 
irons were and how they, in turn, could climb the ladder of success. 

is same aide was meeting competition from another source too. 
one remarked in her interview: 

We get along with the maids just fine. In fact, they help us a lot of the 
time, ne of them keeps doing aide’s work. I told her the other day, 

, ’ 1 l h°se patients ask you to do something for them, just tell 

Cm , 1 a . 1 'hey should ring the bell. After all, there is no reason why 
you s ou d do your work and ours too, it isn’t fair to you.” 

c y n ' ca l to suppose that she saw the maid as coveting her 
jo ccasionally a maid did ask for transfer to the nurses’ aide de- 
partment, and this raised certain problems too. The housekeeping 
supervisors would accuse the nursing department of raiding them of 
their most promising people, just as they were getting experienced and 
really helpful. What must be faced in such instances, of course, is the 
price paid by the hospital when transfers and promotions take place 
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and conversely what price is paid when they are not provided, the feel- 
ings of frustration and hostility which may then arise. 

The problems faced in industry are similar, of course, but in a hos- 
pital there are more than the usual iactors to be considered. It is espe- 
cially imperative in the field of health that individuals do not overreach 
their respective areas of competence. A glass of water g en to a patient 
whose fluid intake is being restricted could conceivably be a serious 
interruption of therapy. Therefore careful training and jurisdictional 
control must be exercised at all levels. 

The problems among aides and assistants were duplicated at the 
next higher level. The practical nurse stands between die nurse assist- 
ant and the graduate nurse and in many hospitals feels pressure from 
both sides. The people below her may resent her superiority and com- 
plain that she “thinks she is really something now that she wears that 
white uniform” while the graduate may protest that the practical nurse 
is presumptuous, an ignorant person trying to pass herself off as well 
trained. We came upon many examples of aides, practical nurses, and 
graduates engaged in jurisdictional disputes. Usually it was a case of 
the underdog trying to extend her range of activities into the next 
higher bracket of responsibility and privilege, only to be beaten back 
with the argument that she lacked appropriate training. The difficulty 
lay in the shortage of skilled personnel. In emergencies a lower-level 
employee would be called upon to do work of a higher classification. 
She would be trained on the spot rather than in the formal classroom. 
In a few cases she wasn’t trained at all, but left to use knowledge she 
had accumulated through her own shrewd observation. Then when 
that particular crisis had passed, the employee was understandably re- 
luctant to step back to a more narrow range of activities. She “knew” 
how to do the higher prestige task, but her knowledge was considered 
illegitimate. 

In areas where graduate nurses were in shortest supply, it was more 
frequent to find the practical nurse coming into full recognition and 
respect. These hospitals sometimes set up their own training schools 
for such women and it was relatively easy for an ambitious person to 
advance herself through study and hard work. In other hospitals it 
Was considerably harder to go from the level of aide or nurse assistant 
to practical nurse. An individual would have to leave her place of em- 
ployment and spend money and time elsewhere to gain her right to 
take^ examinations. Even then she wasn’t sure of reacceptance at her 
Original place of employment since sometimes the registered nurses 
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were suspicious and felt uneasy in the presence of a licensed nurse, not 
a graduate of the traditional three-year hospital training course. 

In all cases known to us, it was virtually impossible to move from 
the level of practical nurse to registered nurse. An individual would 
have to start out all over again, taking the three-year course which 
would mean repeating much of the training in nursing arts she had 
already acquired as well as getting additional education in theory. The 
highly qualified practical nurse, therefore, was subject to some frus- 
tration. There was no way for her to “advance.” We have already 
commented upon the phenomena of blocked mobility in hospital occu- 
pations, and this is just another example of it. 

It may be seen that relations between levels can be quite touchy and 
subject to stress. Perhaps the surprising fact is that in many cases people 
managed to acquire a friendly and mutually supportive accommoda- 
tion. The auxiliaries we knew wanted very much indeed to be accepted 
as part of the medical team. To this end they modeled their conduct 
to match that of the nurses who worked around them. Sometimes one 
admitted ruefully that this included learning poor behavior patterns 
as well as good ones. 

You can t help but be like the nurse you work with. If you work on the 
oor with one who is callous, the first thing you know you find yourself 
getting callous too. It’s a kind of self-defense maybe. Then when you 
work with another nurse you are ashamed because she has high ideals 
and you have lost some of yours, and then you try to adjust to her. 

While they greatly admired some nurses the auxiliaries dreaded work- 
ing under others. They would say, “There isn’t anything on earth 
meaner than a mean nurse.” 

The thing that hurts most of all Is when the nurse doesn't do right by 
e patient, if she lets the patient suffer unnecessarily. You know, some- 
lmes t e ai cs are a lot closer to the patients than the nurses are. The 
nurses sit at the desk and write the charts and we are out taking care 
o e patients and giving them baths and making their beds, so some- 
imes t e patients tell us things. For instance one woman will tell you 
a s e is in very great pain and can she please have something to 
re leve it. ow maybe you have worked with that patient for many 
• "j* ^.° U ,J? ow t ^ iat s ^ e * s not *be kind to complain if she isn't really 

in bad pain. Then you go to the nurse and say as nice as you know 
how to, that Mrs. So and So is in great pain and couldn’t she please 
have something to relieve it. Well, if that nurse turns on you and 
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scolds you for bothering her, or if she says something mean about that 
patient fussing, it is almost more than you can bear. 

It was routine for aides to suggest that they did all the work while 
the nurses sat around resting, but one aide advised us not to take this 
too seriously. She admitted: 

I really do feel that they push work off on us, but maybe I m wrong 
about it. . . . They don’t do it so very much, just once in awhile. 
Maybe one of the reasons I feel that way about it is that they can tell 
me to do things and I have to do them, whereas I can never tell them 
anything. That means if there is any pushing off to be done, it is 
always in one direction and never the other one. You’re just in a posi- 
tion where you can’t talk back. 

Many aides, and other rank-and-file employees as well, suggested that 
it would help if they had regular meetings among themselves to discuss 
their problems as a group. One aide said wistfully that she thought it 
would be much better if the aides met alone, without any nurses pres- 
ent. She said, "We can’t help but feel their superiority.” We knew of 
one meeting where a graduate nurse came to represent the adminis- 
tration. She reported afterward that she was amazed at the amount of 
hostility the aides showed toward nurses in general. It is our guess that 
the quotation above is an accurate reflection of a common sentiment. 
It isn’t that they dislike nurses, but that they dislike being on the re- 
ceiving end of orders all of the time. This group evidently used their 
meeting to let off steam. 

We have no doubt that the organizations for practical nurses serve 
similarly as an outlet for aggression. The practical nurse is proud of 
her achievement and anxious to be recognized as a part of the medical 
team, but for a time she continues to suffer ostracism by the graduate 
nurse, in many places, who just isn’t ready yet to accept the practical 
nurse as a bona fide partner in the fight against disease. 

The graduates, in their interviews, often expressed appreciation for 
the auxiliaries and commented that they couldn’t have survived the 
war years if these women hadn’t come to their rescue. It was not un- 
usual, however, for the nurses to express feelings of superiority even 
white they murmured praise. 

Some of them are just wonderful. They can be a big help to you. Of 
course, they don’t have the same idea about things that we do. To them 
it is just a job. 
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That theme ran through many of the interviews. They implied that 
the auxiliaries worked mechanically and for a wage, without the sense 
of high calling which a good nurse brought to her tasks. Our own 
feeling was quite different. While the auxiliaries had limited training, 
they often had sympathy in abundance. In fact, one sometimes won- 
dered whether they didn’t have too much of it for their own good. It 
was our impression that new aides acted very much as new student 
nurses did. A few grew callous with disconcerting swiftness, of course, 
but others agonized over the suffering around them and were on fire 
to do something about it. We sat with such an aide through one lunch 
hour, as she smoked cigarette after cigarette and pushed her food aim- 
lessly around the plate with an idle fork. One of her patients had died 
that morning. She said: 

The nurses said they would tell me this afternoon what it was that they 
were doing to Mr. Black. It was awful the way they were sticking 
needles into him, but they said it had a purpose and they would tell me 
about it when I got back from lunch. Lunch, huh, who can eat? . . - 
You can t help but get down when they die like that. One old man was 
very fond of me, he really was. I took care of him when he first came 
to the hospital and I fed him and looked after him every day. When 
he got delirious he would yell, “Sue-Ellen, they’re killing me.” He died 
when I was off duty. I felt awfully bad about that because I wasn’t there 

to help him Well, guess I better be getting back. Gee, I’m so tired 

I don t know how I’ll get through the afternoon. 

Where the nurses were indifferent or cold toward them, the auxil- 
iaries turned more noticeably to their patients for fellowship and ap- 
preciation. Some of them, like the orderlies, led lonely lives and the 
ospital filled a need on their part. They turned the warmth of their 
earts onto the patients. One of the kindest and most hard-working 
persons we met was an aide who commented: 

You have to be interested in this work to really like it. If you look at 
it as if it were a machine on an assembly line, it isn’t any good. Lots 
o tmws I think to myself, “These are my own.” I wouldn’t do any 
more for my own than I would do for these. 

Possibly some of the “callous” behavior one sees in hospitals is an im- 
portant defense mechanism against too great emotional strain. It is 
sufficient to note here that the impulse toward humanitarian service is 
present at many levels of hospital personnel and cannot be assumed to 
be the monopoly of any one. 
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Folk Medicine 

Many employees stated that an important motivation behind their 
working in the hospital was their desire to learn something about the 
medical arts, particularly those portions which could be used at home 
in taking care of the family. This was often cited as a reason for work- 
ing hard and “getting ahead.” 

Glenda used to be an aide too, and now she is an assistant and can do 
all kinds of things that are helpful around the house, taking care of 
your own family. So far the work we do isn’t of any particular benefit 
at home; mostly it is a kind of light housekeeping. I’m hoping to get 
into the nurse assistant training course myself next fall. 

Can a person be criticized for seeking knowledge and skill in such 
an important area? We found that employees at virtually every level 
were “picking up” information concerning health and disease, and this 
was just as true in the front offices as on the back staircase. The hos- 
pital grapevine always carried items about medicine and new cures. 
Employees were carrying this home and making use of it variously, 
according to their individual capacity, interest, and ethical standards. 
In some instances such lore was simply a conversational help, a way of 
seeming to be conversant with scientific advances. In others the em- 
ployee was playing the role of amateur physician. For example, one 
intelligent albeit uneducated maid who lived in a poor section of town 
was quite obviously soaking up information like a sponge. Fortunately 
for her neighbors, her observations were shrewd and careful: 

The family kid me about it a lot. They ask me who I think I am, a 
doctor or a nurse. However, I notice that they do what I tell them to 
do just the same. You know you pick up all kinds of things. For in- 
stance, there is a Polish lady who lives across the street from me who 
has some kind of skin trouble. Well, I looked at it and I told her what 
they do here at the hospital is to boil down boric arid^ solution. They 
just boil it down, using regular water, and it gets a thick gooey mess. 
It is awful messy stuff but still it seems to work. So, she tried it and 
sure enough it cured her hand right up. Then there s another woman 
in the neighborhood whose skin breaks out all the time and she was 
asking me what I thought about it and I told her how one of the nurses 
on my floor has the same trouble and said it was her nerves. Now you 
Wouldn’t believe that, would you, that your nerves could do that? Yet, 
that’s what she said, so I told the woman that. You see, you pick up 
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all kinds of things like that around here and a lot of them you can 
use at home too. 

Hospital administrators and medical personnel may feel strongly that 
it is part of their job to protect the community from dangerous half- 
knowledge and well-meaning but misinformed persons. This belief on 
their part has its influence in shaping the division of labor among em- 
ployees since it represents still another reason for guarding the jurisdic- 
tional lines. We only saw one instance where this was carried to the 
extreme for forbidding nurses* aides any access to medical records. In 
this case they were not even permitted to listen in at change of shift to 
the nurse’s report, hence they didn’t know what diseases their patients 
were suffering from. This was supposed to protect the privacy of the 
patient (by preventing gossip about his ills), and also to prevent the 
misuse of medical knowledge. We saw evidence that the result was 
sometimes a dangerous ignorance. For example, one aide was horrified 
to discover that a patient she was tending had a tapeworm. In this case 
she was told about it by the physician. 

He said that if I handled this woman’s bedpans I wanted to be sure to 
wash my hands very thoroughly, really scrub them with a brush and 

then rinse them off in alcohol I felt terrible because here I had 

een taking care of her for days and nobody had ever told me about 
this before. . . . They are always asking you to do things around here 
an 1 en y° u hnd out later that they were dangerous and evidently it 
never occurred to them to tell you how to protect yourself. . . . 

Another pathetic story came from an aide who had ignorantly wan- 
ere into the room of a polio victim when she was searching for a 
P 1 owcase. She said that all that night she kept getting up and moving 
er ays arms and legs to make sure he wasn’t paralyzed yet. It may 
e seen t at this woman, a hospital employee and mother of a child, 
a no nowledge whatever of the symptoms of this dread disease and 
lived in terror of it. 

. ^ ow can a hospital satisfy the hunger for knowledge on the part of 
its emp °yces, giving them the necessary facts concerning their own 
ea t an ygiene, and at the same time protect them and the com- 
munity^ rom the evils of folk medicine? We have never seen this prob- 
lem seriously tackled. Perhaps there is no perfect solution at present, 
although it has been suggested that the public may be developing ways 
to protect itself. We seem to be increasingly devoted to “expertise” and 
distrustful of the amateur, the decline in midwivery being a case at 
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point. One may be permitted to wonder why public education in pre- 
ventive medicine and elementary nursing care couldn’t begin with hos- 
pital employees. Their natural curiosity could be thus utilized to the 
advantage of the workers and of the hospital too, if education were 
presented as a reward for hospital service. The employees already see 
it that way. The problem is to make legitimate and aboveboard what 
has already been going on surreptitiously. 

Summary 

The nursing auxiliary is comparatively new in many hospitals and 
she is still in process of being accepted as a necessary and important 
part of the staff. We found the same sort of status difficulties among 
the auxiliaries that were found at other levels of the hospital among 
relatively new groups such as technicians and social workers. The new 
occupational groups were ambitious, anxious to please, and hungry 
for recognition in their own fields. 

Among the auxiliaries could be found all types of people, from the 
mature and well-adjusted local woman who was striving for a perma- 
nent place in the hospital, to the transient who just paused long enough 
to decide where to go next. Among the latter group some supervisors 
found employees a trifle too colorful. Coming as they did from differ- 
ent levels of society than her own, she found them a challenge to her 
understanding. These employees frequently needed the support of a 
sharply defined job description, since to the inexperienced any demand 
made of them seemed an imposition unless they had proof that it was 
just. They pleaded for their supervisors to be “fair," and to recognize 
fairness they had to know what the rules were. 

Everywhere the need for skillful selection, placement, and training 
was recognized, but methods for accomplishing this were still in 
process of being worked out. We saw training programs which encour- 
aged the ambitious and gave incentive to those at the bottom of the 
skill ladder. We also saw the problems which arose as new levels were 
added, when some employees moved up and others stood still. We 
have indicated how strain will be found to exist between levels, each 
one striving to encompass the privileges of the next, and of the need 
for firm supervision to hold jurisdictional lines. The role of the gradu- 
ate nurse as pace-setter, the one whom the others imitate, has been 
detailed. 

Finally we have called attention to the danger and fascination which 
employees encounter as they hover on the edge of scientific medicine; 
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their desire to be of service to patients and to their families at home, 
and the way that desire sometimes becomes mingled with a hunger for 
the prestige which goes along with the practice of the medical arts. 
The emotional involvement of human beings in the healing process is 
the beauty and terror of hospital employment. 



CHAPTER 12 


MEN AT WORK: A STUDY OF MALE 
EMPLOYEES IN THE HOSPITAL 


STATISTICS ON OCCUPATIONAL trends in the United States 
reveal some surprising facts which are of interest to hospitals. One 
might have supposed that the age of the assembly line would show a 
decrease in the numbers of highly skilled workers and an increase in 
unskilled ones, but no. What has happened is that the craftsmen have 
gained slightly in numbers, the semiskilled groups such as machine- 
tenders and clerks have boomed, and the biggest drops have occurred 
in the categories of farmers and laborers. In 1910 one-fourth of all 
workers were classified as laborers. In 1950 this figure has dropped to 
one-tenthl 1 The unskilled worker is rapidly becoming the vanishing 
American. 

Workers who are classified as unskilled today fall mainly into two 
categories. The first cluster are those who are fifty years of age or more. 
These include the few remaining immigrants, the handicapped, and 
persons who lives were blighted by the great depression and who never 
regained social position. The second and much larger group at the 
opposite age level is composed mainly of teenagers, youngsters who 
haven’t really gotten started yet. They think of themselves as on the 
road to better things. We are a nation of strivers, people who have ever}’ 
expectation of “getting ahead in the world” because in our land 50 

hfanpouvr in the United StJiei, edited by William Haber, F. H. Ilarbiton, L. R. 
and C. L Palmer. New York: Harper & Brothers, 195-t. PP- 86 ' 8 7- 
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many people have. If a person isn’t making progress, he feels that some- 
thing is wrong. 

These facts, encouraging though they may be, represent problems 
to the people who run our personnel offices, particularly where there 
are a number of “dead-end” jobs to fill. The hospital is a place in which 
many jobs at least until the present were in this category. The kitchen, 
housekeeping, maintenance, and the nursing department have been 
rife with them. Today the number of applicants looking for such posi- 
tions is diminishing and those who do apply are not content to remain 
unskilled. They want to know what promotional opportunities are open 
to them, and turnover is immense in jobs where such opportunity is 
lacking. 

The transition hospitals have been making between ancient and 
modern personnel practices is nowhere more clearly revealed than in 
its policies toward unskilled employees. Traditionally hospitals kept 
their costs down by hiring workers at less than prevailing wages. In 
order to get workers at such low rates, they accepted the otherwise 
unemployable: the handicapped, the aged, the derelict. Hospital em- 
ployment came to be seen as a form of charity, a way to give a modicum 
of self-respect to people who could not find work elsewhere. Social 
agencies and well-meaning individuals acquired the habit of directing 
such persons to the hospital for jobs. Here they found housing and 
meals as well as some medical care and oversight. In other words, 
t ese jobs gave them a haven in life. They were more than just jobs, 

ut at the same time they were something less than just jobs too. Hos- 
pita employment acquired the stigma of charity. To accept work there 
came to be seen as an admission that you couldn’t get work any- 
where else. 

The modern hospital is trying to change this situation. Hospital 
personne policies arc being revamped and brought into line with 
t ose o usiness and industry. In many places the policy of providing 

0 f> in £ t0 unskilled employees is being abandoned, and often the pro- 
vision o meals is being sharply reduced if not dropped altogether. Em- 
p oyees pay fees to the Blue Cross just as workers do elsewhere. They 
are therefore not so dependent upon the hospital for free care, although 
some medical oversight is still given. As the old “fringe benefits” are 
taken away, wages should logically rise and actually they are rising. 
However,^ progressive administrators as well as employees agree that 
they arent rising fast enough to attract efficient workers. The cus- 



MEN AT WORK: A STUDY OF MALE EMPLOYEES IN THE HOSPITAL 163 

tomary attitudes of the community toward hospital employment con- 
tinue to prevail and customary patterns of relationship within the 
hospital are hard to outgrow. It isn’t as easy to change attitudes as it 
is to change policies. 

Meanwhile the hospital suffers serious handicap in its competition 
with industry for efficient workers. The oldtime employees continue 
on its payroll partly because they are so desperately needed, and partly 
because in many cases there are no pension plans to ease their retire- 
ment . 2 New employees learn patterns of behavior from old ones, or 
else get disgusted and quit. The result is a period of slow change. 
Whether it is faced with hope or frustration depends upon many things, 
as the following data may reveal. 

This chapter will compare several groups of male workers: the old- 
timer who is not going any place, the younger one who is striving 
to, and the craftsman who has special skills and is proud to use them. 

Unskilled Workers— Old Style 

Many persons in the hospital spoke to me of Demetrius. He has worked 
here longer than anyone else and must be close to eighty years of age. 
Demetrius told me that he first came to the hospital as a patient and 
when it came time to pay his bill he asked for a job so he could work 
it out. That was thirty-six years ago now and he is still here. He said 
that at first he couldn’t understand English at all. They would ask for 
a broom and he would bring them a bucket. Paticndy they would, show 
him what a broom was and next time he wouldn’t make that mistake. 
He always did general handy-man work, he explained, anything that 
needed doing. Now he takes orders only from the “big boss [the 
administrator]. He goes direedy to her each morning after bringing. in 
the ice and supplies, and she gives him orders for the day. Demetrius 
told me that he doesn’t allow anyone else to order him around. If they 
call him, he hides. He has a secret hiding place in the basement and 
told me with glee that nobody can find him there. In the old days he 
worked terribly hard, he said, alt day long and he was on call at night, 
too. Now he just works as hard as he wants to. The hospital has always 
looked after his needs, they would do “anything” for him. This place 
doesn’t pay very much,” was the way he put it, “but you always have 
the job; good times, bad times, always make out O.K. Other places you 
work hard, make good money two weeks, and then you’re out of work 
again. An old Greek like me has trouble getting jobs.” 

5 Hospital workers are only now being brought under the federal social security 
provisions. 
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Demetrius seemed unique in that he was the hospital s pet and knew 
that no matter how decrepit he became, he would still be employed. 
However, all of the hospitals studied turned out to have their pets. 
There was always some oldtimer who busied himself with small tasks 
and who was treated with honor and affection regardless of the amount 
of work he did. 

In addition there were the other old folk who lacked the seniority which 
protected Demetrius. One hospital had a man who worked in a sel - 
operating elevator whose job it was to see that the car stopped at all 
floors. Alex was a silent man whose skin was absolutely waxen. In a 
rare talkative mood, Alex told us that he had been kicked by a horse 
and had been unemployed for years and as a result his doctor got him 
that job. Usually Alex said nothing but would discipline his passengers 
by carrying them beyond their stop if they didn’t speak to him with 
respect he felt his due. One day a prominent doctor got on the elevator 
at the first floor and said briskly, “Fifth.” Alex said nothing and the 
elevator moved downward. The doctor cried, “I said FifthV ’ Alex 
turned to him calmly and replied, “Sure, Doc, but I’m going to the 
basement.” The doctor looked as if he would explode. He glanced at 
me, then turned his back on both of us and the elevator proceeded to 
the basement and then rose to the fifth floor, stopping at each floor 
as it went. 

Frank was another oldtimer. His job was to clean the autopsy room. 
Frank was as garrulous as Alex was silent and had been shifted from 
job to job within the hospital until this one was found where he 
couldn’t annoy the other employees. Frank told us at least three times 
about the accident which ended his career as itinerant carpenter. He 
couldn’t pay his hospital bill so offered to work it out. We couldnt 
get him to compare his job with others he had had. He said cheer- 
fully that it was all the same to him, he didn’t care where he worked. 
He didn’t know who his supervisor was, gave us three names, an 
said it didn’t really matter because he didn’t pay much attention to 
any of them. No matter what they told him to do, he explained, e 
would just smile and go ahead and do what he planned to do anyway. 
Frank’s supervisors thought he was feebleminded. They werent sure 
he even heard them when they spoke to him. . 

Demetrius, Frank, and Alex are probably representative enough 0 
those who stand at the lowest rung of the hospital social system. ot 
the most part, we found such employees to be kindly folk. They turne 
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up dependably enough day after day and put in what they considered 
to be an honest day’s work. 

The supervisors of such men had their problems. It was, of course, 
virtually impossible to discipline them and efforts to do so usually re- 
sulted in sulking on the employees’ part, exasperation on the part of 
the supervisor, and general hilarity among onlookers who had experi- 
enced similar problems themselves. There was no way to provoke a 
spirit of striving here, no hustling for advantage. The only thing which 
seemed to motivate them to greater effort was affection. These older 
people needed more than just patience. They needed warmth and 
understanding. They liked someone who could kid with them, who 
would put up with their bad days and in return expect extra service 
on good days. In other words, the workers wanted to be responded to 
as human beings. They enjoyed feeling a degree of autonomy, a free- 
dom to set their own pace and to do things their way. Where they 
were accepted on their own terms, to our observation, both sides 
seemed to make out well enough. The worker got his pittance in wages 
and management got its pittance of labor in return. Anything more 
than that was a direct outgrowth of affection. 

Orderlies 

The work of the orderly differs from one hospital to the next. Usually 
it includes such chores as caring for the simpler needs of male patients 
and transporting of patients to and from such departments as x-ray. 
Sometimes it also includes work involving considerable skill, for ex- 
ample assisting in the application of casts and braces. Some of the men 
who took orderly jobs were found to resemble the older workers de- 
scribed above. They put in their time and called it a day. Others reacted 
similarly to the ambitious young strivers and were eager to advance 
themselves and to learn new skills. 

The orderlies were among the most interesting and colorful workers 
Wc studied. They came from a wide variety of backgrounds and in 
some cases were part of the migrant labor group which roam gypsy* 
like across the continent doing any work which comes to hand so long 
as **• leaves them free to roam again when the mood strikes them. One 
such man explained: 

You see, at one time this kind of job was the travelers’ heaven. The 
majority of fellows who were orderlies were drinkers, heavy drinkers. 
Thats how I got into hospital work myself, and that’s how most of 
them do. See, it’s really swell, you can go into any hospital at all, day 
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after payday, and you are always sure that there will be a job open 
either because somebody has quit or else somebody is out drunk. I 
was what you call a periodic drinker. By trade I was a steamfitter and 
I would work on a construction job for a couple of months and then 
go off on a binge and I wouldn’t be fit to do steamfitting again so I 
would work in a hospital until I got myself back in shape. Then I’d 
go back to steamfitting and it would start all over again. Of course, 
steamfitting pays more. . . . That went on for about fifteen years, I 
guess. Now I belong the AA 3 and I’ve been working here steady 
for three years. 

Another .orderly said he had been an insurance salesman until the 
depression closed in on him and he retreated into the world of drink 
and wandering. He told us: 

. . . and that’s the way it is with hoboes like me. We aren’t bums. 
Bums don’t want to work. A hobo will work and save his dough and 
then go on the lam again until the dough is used up. . . . I’ve met 
a lot of very fine men in this work, lawyers, and poets and all kinds 
of people. It’s an interesting thing. Of course, most of them drink but 
some of them don’t drink at all, some of them don’t even smoke. They 
just have itchy feet, that’s all, so they keep moving around. . . ■ You 
get to know people. You go to a strange city and you’ll see a familiar 
face on the street. Maybe you’ve been in a jungle with him someplace. 
You get so you know the jungles all over. . . . Those fellows, they’ll 
pitch in and help each other out. I’ve done it myself lots of times. You 
all pitch in and make a stew ... if another fellow comes along at the 
last minute and is hungry, supposing he doesn’t have any money, that's 
a l right too. He sits down to the Mulligan stew same as you. ... Its 
always that way among those fellows. They’ll share anything they 
avc, shirts, shoes, anything. I’ve done it myself. So long as I had money 
it didn t mean a thing to me; I’d just as soon shell it out to the next 
guy as not, and they feel the same way. 

The orderlies maintained that this philosophy of life was reflected in 
t eir work. They claimed that the hoboes were gentle with the patients 
ecause they knew what it was to be down on their luck, and pointed 
out innumerable examples to show that social status meant nothing 
to them. They would just as soon tend to the needs of a pauper as 
those of a king. If tips came their way, they would pick them up 
promptly enough. If none were offered, they shrugged their shoulders 
philosophically. A head orderly advised us that it was very seldom 

3 Alcoholics Anonymous. 
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he came upon one who was greedy. Evidently they were not motivated 
by the usual incentives and lived by their own code . 4 

It is, of course, difficult to unravel cause and effect in such patterns 
of relationship. Did hospitals offer orderlies low wages because they 
had discovered that money was a weak incentive to make them work 
harder, or did the inadequate wages produce the casual attitude toward 
the job? All one can say at this point is that the two phenomena went 
together, the low pay attracting indifferent workers in most instances. 
One man put it to us bluntly: 

So I went from one hospital to the next getting jobs as an orderly and 
between times being out on a bender. You’d be surprised. The turnover 
in those big hospitals is tremendous. The only men they can get to 
work for them are drunks. I’m not saying they aren’t good fellows, 
understand. I’ve met a lot of fine fellows who were drinkers and on the 
bum like me. But just the same, those hospitals could have gotten 
steady fellows if they wanted them. If they would pay enough wages 
or give a man some incentive, they might be able to keep them on. A 
man wants to raise himself. But they would never do it; the fact was, 
they just didn’t give a damn about the men. Consequently, they o y 
got bums to work for them and every payday it was goodbye. The 
same thing in all the hospitals I worked in and I worked in them clear 
across the country. 

In some cases it was apparent that the older men weren t interested 
jn “bettering themselves,” perhaps in part because they were too dis- 
illusioned with either their own capabilities or the fairness of manage- 
ment. For example, one man who appeared capable enough informe 
us: 


I could have gotten my license as a practical nurse if I wanted to, 
but I turned thumbs down on that. You would get your license and 
then you’d be doing nursing duties along with everything else and tor 
the same money. The more work they get out of you, the better they 
like it. You just have to be on your guard. When I come into a new 
pkee, I say to them, “Now look — no cleaning and no nursing! 1 t 
agreeable to them, I work; otherwise not. They know I can always 
get work at another hospital, so that is the way it is. 


At that particular hospital the orderlies with practical nurse lteensf* 
Were getting five dollars more a month than those without, hardly 




For fuuier discustion 0 f incentives, see Allison Davis, *TTte p 
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enough to spur one to very great efforts. Other hospitals were doing 
considerably better than this, not only paying substantially more but 
differentiating between the duties of the two groups. This appeared to 
be of considerable importance, for where no differentiation took place, 
the men complained that the practical nurses “thought they were some- 
thing” and reneged on their share of the more routine tasks. 3 It was 
common to find throughout the hospital that persons closest to each 
other in the status hierarchy tended to compete for advantage and 
to irritate each other accordingly. It seemed to work better where 
clear distinctions were made in their work assignments. 

When one talked to the younger orderlies, a difference in outlook 
promptly presented itself. For the present, at least, these youngsters 
were still striving to find opportunities for self-advancement. Like the 
nurses’ aide, the nurses’ assistants, and the practical nurses, these or- 
derlies kept trying to improve their position. They would take it upon 
themselves to do work of a more technical nature than was assigned 
them. They kept hounding the personnel office for promotions-- 
whether in pay or in job title or in actual duties. Many of them would 
try to impress the interviewer by referring to books they were reading 
or technical courses they were taking in correspondence school. Some- 
times their frustration was heartbreakingly evident. We met several 
veterans who had encountered difficulty in adjusting to civilian life. 
One of them had tried his hand at many things. 

I like hospital work best, definitely. I like to help people, to know that 
I’m doing for them some of the things I would want done for me it 
I were sick and down and out. Here I can meet strange people and 
get along as if I had known them all my life. In the factory, why, 
didn’t even get to know the man who worked at the next bench. In 
the hospital it comes natural to meet people from all walks of life. For 
instance, one of the members of the Board of Trustees was upstairs and 
I took care of him. I didn’t even know who he was and I talked to 
him the same as I would talk to any the patients on the men s ward. 
When I found out, it didn’t make any difference. I still treated him 
the same way. . . . 

John was applying to get back into the Navy as hospital corpsman. He 
explained: 

In the Navy I have a chance in life whereas if I stay as an orderly 
here I will go up to a certain amount of pay and that’s where I would 
5 The practical nurses were given what the men termed "nursing duties" which in- 
cluded such things as catheterizations, bladder irrigations, etc. 
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stop . There is no chance at all for advancement. If you work at it for 
fifty years, you would still be a plain orderly. 

He had it all figured out: 

In the Navy you do just about what the student nurses do around here. 
You have eight hours of schooling a day for four months and then you 
work for so many weeks and you can take a test. Then you have more 
schooling and finally you have your final exams on which your mark 
depends. After that you are assigned to duty in some hospital and after 
a certain amount of experience more, you are eligible to take another 
examination for pharmacy mate, third class. You can work right up to 
Chief, and that’s as high as an enlisted man can get. He’s in charge 
of all the enlisted men. It takes ten to twelve years to work your way 
up to Chief in peacetime. 

John may or may not have had the details straight, but his motivation 
was clear enough. He wanted the chance to work his way upward. 
Status meant a lot to him. Even waiting on the member of the Board 
of Trustees was to him a great thing. He didn’t want to remain “just 
a plain orderly.” 

We came upon other men like John among the younger group. 
Some of them were what the orderlies called “naturals,” meaning 
healers in the old-fashioned sense, people with a natural bent toward 
the healing arts. They told us of how they had always wanted to be 
doctors, then later revised their goals to being nurses when financial 
limitations ruled out their first choice. Some, like John, had been given 
a taste of medical work in the armed forces and felt a strong satisfac- 
tion in taking care of the ill, but when they tried to make it a life’s 
work they soon found that there was virtually no way to work up 
from the bottom. As married men they felt unable to take three years 
off for basic training, and they claimed that the practical nurse license 
was an economic snare and delusion unless you were willing to take 
private cases in people’s homes, again difficult for a married man. We 
found that where this ambitious handful couldn’t make themselves a 
respected part of the medical team the entire group of orderlies felt 
frustrated and resentful. For instance, one said bitterly: 

I don’t know what’s the matter with them. I think they must be crazy. 
After all, an orderly is an important person. ... If they would pay it 
[a living wage] they would get good, steady men. . . . Take Bill, now 
he isn’t a bad egg at all. If they had any sense at all, they would pay 
him a decent wage and give him some incentive like they do in the 
V.A.; pay him so much to start and if he makes good after three 
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months, pay him a little bit more and give him duties a little bit more 
advanced. . . . You’d feel like you were getting someplace. As it is, 
you have no incentive whatever. You do what you can to help people, 
but you’ve got no reason to put forth special effort. 

This same man admitted, later in the interview, that it was almost 
impossible for the smaller hospital to arrange such promotional oppor- 
tunities. There just weren’t enough jobs for them to be built into a 
ladderlike structure. There would be one position as “head orderly” 
which involved the additional task of assigning the other men to 
specific floors and shifts. Aside from this the men shared much the 
same duties and the only difference in pay came from seniority in 
the job. 

We found that even in such instances the men appeared to find 
gratification in special training. For example, in one hospital a young 
resident in urology on his own initiative set up a class for them con- 
cerning the treatment of his cases. Both the nurses and the resident 
expressed the belief that work on the urology wards improved as a 
result, and the orderlies commented appreciatively on it, saying that 
it made their work more meaningful. 

We had no opportunity to observe formally organized training 
courses. The educational efforts we saw were on a voluntary and 
mostly informal basis and there may have been a self-selective factor 
at work with only the more intelligent men participating in them. At 
any rate, these men showed an active interest and appreciation in them. 
These were the orderlies who took their work most seriously, saying 
that an orderly’s job was important and that it deserved more attention 
than most hospital administrations were giving it. It seemed to us that 
along with their desire to learn was a desire for the respect which 
goes with education. These men were sensitive about being respected. 
They greatly admired one interne who went with them on ambulance 
calls and gave them tips on first aid. They said he “treated them like 
human beings,” meaning as equals and friends. They would do any- 
thing for him. They also knew with perfect clarity who the snobs 
were among doctors and nurses. 

Typically the orderlies seemed to get comfort from their relations 
with the patients. One of the younger men who was hungering for 
recognition had this to say: 

It bothers you i£ you work hard and still they aren’t satisfied. Oh, you 

might get some encouragement from the help but not from the people 
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who run the hospital. Still, when you get a compliment from your 
patients once in awhile, it makes up to you. Like today, for instance, 
I had Saturday and Sunday off and every one of the boys in the medical 
ward asked me where I had been and what I had done. It makes you 
feel real good. 

These were lonely men. We saw many instances where the orderlies 
hung around after working hours to play games with patients, to run 
errands or do special services such as barbering for them. Of course 
this provided them with some extra cash in tips (even where tipping 
was forbidden) but we suspect that they were getting more out of it 
than money. Their private lives were often empty and meaningless 
and they needed to feel wanted. The same factor appeared related to 
the successes we witnessed on the part of the Alcoholics Anonymous. 
One orderly commented: 

You know, we work taking care of each other, that’s what my AA 
membership amounts to. I am able to keep sober because I am so busy 
helping people out. It is the only reason I ever found for keeping sober. 

The most successful orderly group we observed was given leader- 
ship by a man who had been an engineer and a hobo himself. In 
fifteen years of hard work he had built a team of twenty-four (includ- 
ing women as well as men, incidently). He told us that he estimated 
70 per cent of them to be permanent workers, 30 per cent drifters. 
When he had started, there had been almost complete turnover every 
payday. Peter attributed his success to two major f actors . The first was 
selection. He picked his men carefully, encouraging the more promis- 
ing ones and dropping the others. Second, he tried to meet the men 
halfway, as he put it. Peter did everything in his power to build up 
and protect the self-respect of his group. He said he liked to see them 
“proud and spruced up” and would lend them clothes and money to 
get started. He said this was not only for their own sakes but for the 
morale of the entire group. He understood the loneliness of the men, 
having been in their shoes himself, and did what he could to assuage 
it, encouraging their participation in community activities and taking 
them out to dinner at the homes of his friends. 

These orderlies were respected. Throughout the hospital we came 
upon nurses who would comment that they had never known orderlies 
who could be so helpful. There was an especially cordial spirit between 
the orderlies and the student nurses, each group thinking that it was 
looking after the other one. The girls saw to it that the older men had 
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warm coats in the winter, and the men “showed the girls the ropes” 
when they came into a strange department for the first time. 

This situation was not just marked with sweetness and light, how- 
ever. Peter would reprimand them if they did wrong, and his judg- 
ment was sure. He gave justice to the men as well as respect. He saw 
to it that their duties were carefully defined. They were not required 
to do cleaning nor did they do “nursing duties” unless they had 
licenses as practical nurses, in which case they were paid substantially 
higher wages. As a result the men did both cleaning and nursing 
duties upon occasion, pitching in of their own free will when it was 
urgent that they do so. It was made plain to them and to everyone 
else that they were “doing a favor” and when possible, they received 
extra pay; for example, when they helped out across department lines. 
They became a kind of interdepartmental duty squad called upon to 
serve in many places but always with a clear understanding that they 
were entitled to a just return. Peter told of the way he got them to 
scrub garbage cans, for instance. This was held up as a reward and 
it provided extra pay. Peter went along with the first group to do 
this chore and set the attitude for the whole group. After that the men 
volunteered for this job. Peter would always go to bat for his men if 
he felt they were being exploited, and it didn’t have to happen often 
for the lesson to stick. 

For some reason it is usually the private duty nurse who will try to 
get an orderly to do the dirty work for her. You soon catch on to them 
and know which one is which. You also get to know the orderlies and 
know whose word can be trusted. It is only occasionally that you find 
a nurse taking advantage. Then the men will refuse to work for her. 
I usually try it out for a day or so, give her the benefit of the doubt. 
Then if I m convinced she is chiseling I’ll go up and speak to the nurse 
personally and tell her to lay off. I might assign another orderly to 
work with her temporarily to see whether they can get along any better. 
Somehow I never have any trouble with the doctors. They are very 
decent to the men. When I need clothes for them, it’s the doctors I 
turn to and if they have anything at all, they always give it to me. 

One possible factor in the stability of this department may have been 
the fact that these orderlies had their own quarters, a pleasant sunny 
room where they relaxed and played cards during the slow part of the 
afternoon (visiting hours) waiting for calls which came in over the 
telephone. Peter had his desk there and thus could watch to see that 
unfair advantage was not taken of this privacy. The men, like house- 
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keeping maids, worked all over the hospital in the course of the day 
and were surrounded by higher status people. Almost anybody could 
give them orders. Their private room must have seemed like a retreat 
to them. The easy informal contact that it made possible among them 
may have helped build up the team spirit we saw in evidence among 
them. Of course, they bickered sometimes as people do anywhere, but 
they were unusually cooperative about such things as exchanging days 
off and giving holidays to the married men so that they could be 
with their families. 

In summary, according to our observations the orderlies were people 
who put a high value on personal freedom. They liked to have their 
work clearly defined so that they and everyone else knew where they 
stood, which duties were rightly their responsibility and which were 
not. At least some of them very much appreciated the chance to learn 
and to advance themselves, provided the additional responsibilities were 
adequately rewarded. This was especially true of the younger men. 
All of them appeared to thrive under a firm leadership which com- 
manded their respect and which defended them against the onslaughts 
of others. 

Other Semiskilled Workers 

A great deal that has been said of the orderly and the oldtimer, fits 
equally well in the cases of men who do other forms of semiskilled 
work. There are jobs in the laundry, for example, which fit into this 
category. The washermen come somewhat closer to the class of skilled 
craftsmen, perhaps, but the fellows who sort the soiled linens, those 
who trundle the clean laundry around the hospital, those who help 
empty wet wash out of the big hoppers, show attitudes which approxi- 
mate either those of the oldtimers or of young fellows discussed above. 
An older man may accept his lot philosophically and make the best 
of it. A younger one has more tendency to be frustrated unless he can 
see that his work helps to train him for other jobs, or at least opens 
the way for him by helping to prove his general reliability and char- 
acter. The same thing is true of furnace-tenders in the boiler rooms, 
and of such kitchen helpers as pot washers and dishwashers. If there 
is a definite skill involved, or a piece of expensive machinery to be 
tended, the men can maintain some self respect. Otherwise they soon 
feel degraded and become restless. In addition, where a man works 
alone he may feel the lack of fellowship which sometimes helps to 
compensate for an otherwise boring task. 
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Skilled Workers 

The hospitals studied contracted out such work as major architec- 
tural changes or repairs, painting, reconditioning of the heating plant. 
Such jobs were supervised by the contracting firm and the workers 
were members of craft unions. Maintenance repairs and upkeep were 
assigned to hospital employees who were classified variously as “the 
engineering department,” “building and grounds,” “maintenance,” and 
so on. These men did carpentry, pipefitting, plumbing, electrical engi- 
neering, refrigeration, and tended the heating plant. They varied from 
chief engineer down to furnace stokers but many of them fell into 
the highly skilled craftsmen group. Some of them still carried their 
union cards but were doing such a variety of things that membership 
in a particular craft association didn’t mean the same thing any more. 
However, their wages came closer to union rates than did those of 
many other hospital employees. Typically these were sturdy family 
men, homeowners who seemed to spend most of their time fixing up 
their dwellings and enjoying their families and grandchildren. Their 
lives presented a sharp contrast to the insecure and lonely orderlies. 

Wc found many older men in these jobs. Some of them had small 
pensions from industrial jobs which they were keeping quiet about. 
Some of them boasted that they really didn’t need to work but did 
so to keep busy and active. Others, of course, were dependent upon 
the wage they were earning. 

There was Mr. Deasy, a man of seventy who looked no more than 
ty-five. Mr. Deasy kept his hat on all day, took the interviewer 
around and proudly explained every boiler and gauge and stressed 
ow important his department was to good patient care. Mr. Deasy 
was proud of his ingenuity. He told tales of faulty oxygen equipment 
he fixed, of gadgets he invented to meet special needs. 

T v, ei j ^ C . re W3S J oe » a man of eighty who looked every bit of it. 
K • 3 | u” 'jk ^ asses an d said he had been almost blind until the 
hospital had removed his cataracts. He was terribly grateful to the 
ospita or taking care of him, he said. For a long while he had to 
tee * way around but now he sees fine. Joe is a master electrician 
and Mr. Deasy told us privately that the hospital could never afford 
to pay him the wages he once earned in industry but with his bad 
eyes and advanced age he could no longer get industrial jobs. 

Paul was a younger man, perhaps fifty-two. He had started at the 
hospital as a coal shoveler during the depression when jobs were hard 
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to get. From there he had worked himself up by taking correspond- 
ence courses and studying at the vocational high school. He took city 
examinations until at length he achieved the classification of first-class 
engineer. Paul said he had industrial jobs off and on, mostly assembly 
line work, and it bored him stiff. Here he had endless variety; a chance 
to handle steam, to work with electricity, to repair plumbing. He 
never knew from one minute to the next what would crop up, he 
said, and he loved it. He kept reminding the interviewer how respon- 
sible his job was, that sick people must have regular and dependable 
heat and light and refrigeration. 

Tom stressed the lack of pressure. In industry, he said, the boss was 
always after you to speed things up. Here you were free to puzzle each 
job out for yourself doing it your own way at your own pace. Once 
the boss saw that you were reliable, he let you alone. Tom brought out 
pictures of his children and grandchildren. His son was a fledgling 
architect and one of his girls was studying to be a nurse. 

Jim was a retired carpenter who worked because “I would go nuts 
sitting around the house." He claimed to have highly profitable invest- 
ments and was threatening to quit the hospital job in order to relax 
awhile. When the hospital took him in earnest and hired an under- 
study for him, it just about broke his heart. He came to us tearfully 
and said: 

My dear, they’ve hired a carpenter. You know darned well that a car- 
penter can’t do all the work I’m supposed to do. Why, I fix the 
plumbing, I fix electric sockets, I change light bulbs, I fix typewriters. 

I do any darn thing that needs doing. 

In most hospitals these workers have shops in the basement. Their 
work takes them all over the hospital in the course of a day but they 
can always go back downstairs and that’s where they usually prefer 
to bring the work when it is possible to do so. 

There were, in general, two parts to their work. One was termed 
"preventive maintenance’’ and consisted of routine checks to make 
sure that equipment was in good working order. This was often 
divided among the men in a way which gave each of them his own 
area of responsibility. The other part of the work was “remedial 
repair,” or service on demand. Obviously this kind of task was difficult 
to schedule. Requests came in on the spur of the minute and the men 
had to respond fairly quickly to them. Many concerned petty break- 
downs, a light bulb which burned out or a plug whose wires became 
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unattached. Since amateurs could do damage to electrical and refrig- 
eration systems, however, hospital employees were trained to call in 
the experts even for small things such as these. In former times, we 
were told, requests for service were made verbally. Today in all of 
the hospitals studied they came in written form, either by formal 
requisition slip or over a teletype machine. 

In all of the hospitals the official policy was "first come, first served.” 
In none of them was this strictly adhered to, and how could it be? 
In a hospital exceptions could always be made in the name of an 
emergency, and what an emergency consisted of depended upon the 
person defining it. For the most part, the men themselves decided 
which jobs to tend to first. While relations between them and the 
departments they serviced were usually good, exceptions occurred and 
the human relations of the entire hospital could almost be charted 
from this department alone. For example, we were told: 

Most of the department heads are really very easy to work with. Some- 
times you have to keep them waiting, but if you explain the reasons 
they are sensible about it. You just have to size them up. Now Miss 
Peepers is very moody. She can be nice as you please but other times 
she gets agitated and insists that you drop everything and come on the 
run. The men got used to her after a couple of false alarms. They would 
say, ^ Oh, don’t pay any attention to her, that’s just Miss Peepers for 
you. Then there is Miss Price, she’s so darned nice that the men will 
hop up there at the drop of a hat just because they are so fond of her. 

One man commented: 

That head nurse thinks we don’t have any other work to do but hers. 
. ow s ^ c wants ail the bedside tables covered with lincoleum. See, she 
is new on the job and you have to make allowances. When they arc 
just starting out like that they want everything perfect, so wc try to 
o everything we can for her. I put one of the men full time on her 
oor or a while. That way if any complaints are made I can say, "Now 
00 * wc Save you a man full time and that’s as much as we can do.’’ 

Occasionally one department head would feel underserviced and 
complain to the administrator or to the head of the maintenance 
department. In such a case it wasn’t difficult to right things again. 
Either man would arrange to route all service calls across his desk 
for a time or else check on them after the fact, just to get them regu- 
lated appropriately again. Putting things into writing has its advan- 
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tages, especially when they can be stamped on a time clock and 
checked on later. 

For the most part, the men knew their business and soon learned 
which calls had to be answered promptly and which could be deferred. 
The head of one such department remarked : 

They are all steady, reliable men who know their work and that’s the 
kind you have to have in hospitals like this. Most of their work they 
have to do on their own anyway; you can’t be watching them every 
minute. They wouldn’t like being watched and if they needed it, we 
would have to fire them. 

Being watched, particularly by doctors or nurses, was sure to bring 
on trouble. Nothing outraged a skilled craftsman more than to be 
given orders by the wrong person. 

You can’t help but get sore at some of the nurses. Every once in awhile 
you run into one who tries to show her authority over you. Actually 
they have no authority at all. I don’t know whether they think they are 
better than you are just because they have that white cap on their heads 
or what it is, but they sure like to push people around. What do we 
do? Nothing in particular, just keep them waidng. 

The same sort of problem occasionally arose with doctors. We were 
assured repeatedly that most doctors and nurses were helpful and 
considerate but a few "had to be put into their place.” For example, 
one doctor kibitzed a plumbing job, perhaps with the best of inten- 
tions, only to be told forcibly: 

Look, Doc, so far as I'm concerned you can go straight to hell. Now 
leave me alone. I’m working. 

In this case the doctor went straight to the administrator but received 
cold comfort there. He was told, "Well if Jones said that, he probably 
had a reason.” The next day the administrator "happened to drop by” 
the maintenance office and interviewed Jones. Jones explained that he 
wouldn’t tell the doctor how to treat a patient so why should the 
doctor tell him how to fix a pipe? The administrator nodded and 
replied, "I figured you had a reason” and let it go at that. It seemed 
that the pride of these craftsmen was recognized as an important 
quality and management helped them to resist any action which 
demeaned it. 

Like other employees these workers put a high value upon good 
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relationships with doctors and nurses. They spoke appreciatively of 
their friendly contacts: 

Some of the doctors are very nice to us. There’s Dr. Henry; he always 
says hello to you no matter where he happens to meet you. Same thing 
with Dr. Weiss and Dr. Smith, Do you know Dr. McDonald? He’s 
a nice young fellow. He came down here one day and told me that 
his wife wanted him to fix up some kind of pole for her laundry. So 
I told him what kind of pole to get and lent him my poledriver to 
make a hole in the ground and he came in the next day and told me 
it worked out fine and his wife was delighted. Since then he always 
speaks to me when we meet in the hall. 

Of course, they’re not all like that. Some of them wouldn’t say hello 
if they tripped over you. Now you take Dr. Zeigler. He came down 
here once and asked Al to fix something that belonged to him, so A1 
dropped his work and went ahead and fixed this thing. Zeigler was nice 
as could be, stood around very friendly and chatted while Al fixed this 
thing. Well, Al says he met him up in the hall next day and the doctor 
walked right by him as if he had never laid eyes on him before. Al 
says he has met him lots of times since then and the doctor never lets 
on he recognizes him. Al said to me, “What do you think ails him?” 
I told him, “I don’t know, Al, maybe some of these doctors think they are 
better than we are. Just don’t pay any attention to him.” 

Among these skilled men, then, one comes upon persons of marked 
pri e and responsibility. They are aware of the dependency of the 
hospital upon their conscientious work. The pace of their work is set 
y t e erratic flow of requests, in many instances, and also upon their 
own judgment. Typically they seem to resist pressure from “outsiders” 
and require little supervision. In our experience their immediate super- 
visor worked along with them, setting an example of working without 
stmt when things were needed and cooperating in good spirit to 
overcome a difficulty. We did not encounter any tensionful depart- 
ments, although they may of course exist elsewhere. In the hospitals 
we studied, these men provided their own fellowship within their 
group. They worked partly within an enclosed space, their own work- 
shops, where they had their easiest and most friendly relationships. 
They also worked throughout the hospital where they were sur- 
rounded by persons of professional status, but they brooked little 
interference from them. These were long-term employees, usually of 
local origin, and were highly respected by top management. 
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The Lone Wolves 

In addition to the groups already mentioned, there were other crafts- 
men at work throughout the hospital. These included such persons as 
skilled laundrymen, barbers, ambulance drivers, men who tended 
oxygen equipment, and so on. Sometimes these jobs were given to 
drifters whose characteristics matched those of the orderlies. At other 
times the men resembled the maintenance department crews and had 
special training which enabled them to achieve dignity in their own 
right. In some places it seemed to be up to the individual to achieve 
his own status but it wasn’t always so simple. Hospitals, being tradi- 
tion-bound places in many respects, often had customary niches for 
such jobholders and a man might find himself characterized before- 
hand almost without regard to his native qualities. We saw these 
workers handled wisely by one personnel department which managed 
to make them acquainted with one another. Eating their meals to- 
gether and sharing insights into the hospital and their jobs, they 
appeared to be bolstering each other’s morale and were among the 
administration’s strongest supporters. It stands to reason that a person 
who feels like an outsider isn’t going to exert himself unduly unless 
he has an unusually strong conscience. These men felt they belonged. 

The ambulance drivers at this hospital were veterans apparently of 
the rudderless variety who had tried their hand at all sorts of things 
before landing this job. They had built it up to the point where they 
were operating as first-rate technicians in their own field, taking 
beautiful care of their ambulances, holding first-aid certificates from 
the Red Cross, and able and sometimes perhaps embarrassingly willing 
to instruct any green interne in the art of handling stretcher cases. 
Management encouraged them to look upon themselves as skilled 
craftsmen, respecting their judgment and giving them considerable 
freedom to determine their work organization. 

In other situations men were left to operate on their own with little 
assistance from management. Like the orderlies, they drew comfort 
from the gratitude of the patients. For example, one barber really had 
two jobs. One was to run the official barber shop where his chief 
customers were doctors and administrative personnel. The other was 
on nursing floors where he shaved and cut hair for the patients: 

The way I look at it, I’m being most helpful when I’m upstairs taking 
care of the patients. That’s my true job here in the hospital, isn’t that 
right? The doctors and department heads seem to think I should be 



180 


THE GIVE AND TAKE IN HOSPITALS 


here in the shop. They arc forever calling and making appointments. 
Well that’s all right, but once I’m in here with the door open, people 
keep coming in and I can’t get back upstairs where people really need 
me. 


This barber went on to discuss cases he had worked on, describing 
the texture of skin and beard of a cancer case and telling of an eye 
case where the man was confined in a dark room and he had to shave 
him by sense of touch. He kept saying how fast he worked and what 
a comfort that is to a sick person who wearies quickly. The barber 
had been in hospital work for twenty years and said he wouldn’t be 
happy back in private practice any more. This work was much more 
satisfying to him. Management, to such a man, was a thing which 
intruded into his busy day. All he wanted was to be left alone with 
his patients. 

These brief descriptions of the kinds of men who work in hospitals 
may be sufficient to show the complexities involved in personnel man- 
agement. The needs of people arc manifold and arc influenced by the 
kinds of backgrounds from which they come, their attitudes toward 
their work, the kind of supervision they arc accorded, and such 
factors as the size of the work group they find themselves in and the 
space and people they work among. The men who seemed to be most 
content in our experience were the highly skilled craftsmen with their 
pride in their work, and at the other extreme, the oldtimcrs who just 
didnt care very much about anything any more. The restless ones 
typically were those between, who wanted to rise in the occupational 
scale and found the way difficult. These appeared to be increasing in 
number as the unskilled oldtimers died off, and were properly the 
concern of the modern hospital. 

Summary 

The hospital faces some severe problems during a period of transi- 
tion. Hospital jobs, particularly in the unskilled category, have the 
stigma of charity associated with them. Even where there is no longer 
any reason for it, the reputation lingers on in the community. Wages 
are rising but not fast enough to attract competent workers. The 
task of hospital management therefore is to find adequate motivation 
for these employees. 

We found that the male worker prided himself on his skills and 
wanted to develop them further. He also wanted a high degree of 
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autonomy, a chance to work problems through for himself with a 
minimum of supervision. He preferred to have his work clearly defined 
so that lines of responsibility and authority were clear. 

The successful supervisors were those who recognized these needs 
and tried to fulfill them. They did what they could to provide “train- 
ing,” officially where possible and informally where it wasn’t. They 
tried to arrange job transiers for the ambitious workers, so that they 
had the feeling that progress was possible. They protected the em- 
ployees from higher status people by setting an example of respect and 
by helping to rebuff officious behavior. They made it as easy as possible 
for the men to find fellowship among their own kind. In other words, 
they did what they could to provide status and recognition for their 
men and then let the situation itself provide the motivation. And 
meanwhile they kept reminding the administrator to keep wages rising. 
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LAUNDRY AND HOUSEKEEPING 
EMPLOYEES 


A DEEPER UNDERSTANDING of the employees in each of these 
departments may be gained if they are seen in comparison to each 
other. There are striking similarities in the kinds of people employed 
and in the status of the jobs they are given, yet the way in which 
workers respond to such employment may differ markedly. Laundries, 
on the whole, seem to have stable personnel, whereas housekeeping 
departments are frequently troubled by extreme labor turnover. In 
the few cases known to us where this is not true, recognizable factors 
are present which seem to explain the exceptions. 

The Workers and Their Jobs 

Both of these departments have a certain number of positions which 
require skill or training. Washermen and window-cleaners, for exam- 
ple, may have work histories as craftsmen. Pressers may have been 
trained in commercial laundries and housekeeping supervisors some- 
times have had extensive experience as floor housekeepers in hotels. 
The hospital has to compete with commercial establishments for such 
employees. The more skilled jobs arc often given to men, as is the 
heavier work such as the handling of wet wash or the operating of 
large machines. Much of the work in both departments, however, 
is done by women. 

The unskilled work is given to individuals who have had no pre- 
vious work experience. Widows, and neighborhood housewives who 
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want a job close to their homes, will frequently take such positions. 
Another source of labor supply is the casual laborer who drifts from 
job to job without gaining much finesse at any one. The employees in 
this department are thus very much like those described in the chap- 
ters "Men at Work” and “The New Nursing Auxiliaries.” When such 
a worker applies for hospital employment, it is often a matter of 
chance which department she is placed in. She might be equally well 
assigned the task of laundry folding, sorting or distributing, hall 
sweeping, or work as a maid under supervision. Such tasks are easily 
learned and any reasonably intelligent person can master them quickly. 

The semiskilled jobs are often filled by upgraded workers who have 
been around the department long enough to have acquired familiarity 
with its techniques and ways of doing things. Mangle attendants, 
hand pressers, and linen room employees often fall into this category. 

Both departments have a limited number of supervisory positions, 
but generally speaking there are many jobs at the rank-and-file level 
and few at the upper ones, so the opportunity for advancement usually 
isn’t very great. 

When categories of workers are compared across departmental lines, 
it appears that wage differentials are usually slight. Unskilled workers 
in both departments earn about the same hourly rates. When differ- 
ences occurred it was usually in favor of the laundry employees, but 
the interesting thing to be noted is that even when no differences 
appeared, the record of turnover remained about the same. For exam- 
ple, one hospital paid both its maids and its laundry women an 
average of sixty-five cents an hour. (The national minimum wage at 
this time was seventy-five cents, but voluntary hospitals do not come 
under this law.) The maids averaged one and a half years on the job 
and the laundry women averaged seven. In the next hospital to be 
studied it was found that the laundry women were getting on the 
average a dime more an hour (seventy-five cents) while the maids 
were getting sixty-five. The maids here had a job tenure of four years 
while the laundry women averaged seven and a half years. Similarly 
with the men, the first hospital paid its janitors eighty cents an hour 
on the average while laundrymen were getting a dollar and a quarter, 
but their patterns of job tenure resembled those of the next hospita 
where both groups received approximately eighty cents. In both in- 
stances the janitors had worked approximately a year and a half while 

'This figure was influenced by the presence of two twelve-year emplojecs. Their 
ca$e (as pet maids) is discussed later in the text. 
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the laundrymen at the first hospital averaged three years and the 
second four years. It may be seen that the relation between employ- 
ment stability and economic incentives was minimal in these depart- 
ments . 2 To the best of our knowledge these are fairly representative 
cases. 

Work Patterns and Job Satisfaction 
If financial criteria do not explain the differences in job tenure, 
what does? It was difficult for the workers to put into words how 
they felt about their employment. Laundry employees tended to talk 
like this: 

I*m not sure why I do stay here, tell you the truth. The pay sure isn’t 

so hot. I guess I just like it because I enjoy the people so much. 

Repeatedly that same general and vague statement was expressed, “I 
like the people," “The people are so nice here,” “My boss is a good 
egg and so arc the others.” Some said, “Most people here are swell. 
Of course you got some stinkers any place.” But all this didn’t throw 
much light on the situation, for aren’t the employees of housekeeping 
departments nice people too ? When careful observation was combined 
with interviewing, our focus became a little more clear. In the laundry 
the workers presented a more united front. The observer saw them as 
clusters of friends with here and there a couple which paired off, 
whereas in the housekeeping department one saw mostly individuals 
at work on solitary tasks, and at most pairs of friends or threesomes. 
It was only occasionally that one came upon a good-sized cluster, and, 
significantly, they were the employees with longer job histories. Where 
the workers formed a closely knit group, they tended to stay on the 
job.. Conversely, of course, the long-time employee had more oppor- 
tunity to build lasting friendships. This is not to imply that clusters 
have no faults. They may well be harder to supervise, for example. We 
are considering now only one factor and that is job stability. Where 
laundry workers did not fit into groups, their turnover was just as 
great as in the housekeeping department. 

* If the reader misses discussion of economic incentives throughout most of this book, 
it i* because hospital records often did not permit a thorough analysis. Hospitals only 
recently have begun to keep accounts in comparable fashion. In addition, such things as 
fringe, benefits (free meals and lodging) were not written down as part of total earnings 
until just recently. We did make payroll analyses according to present earnings and were 
thus able to compare individuals, job categories, and departments. What was missing 
was reliable historical data and the ability to cross-check between hospitals. 
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It is by now a well-recognized fact that man is a social creature and 
finds satisfaction in a sense of belonging, so this particular finding of 
ours is not unusual. The question to be explored is, what goes into the 
human situation in the laundry which helps to bring about the forma- 
tion of a group spirit, and what discourages this from occurring in the 
housekeeping department? 

Considerations of Space 

An obvious distinction between these departments is the place of 
work. Laundry workers typically spend their day within one large 
room. This room may be divided according to the placement of 
machinery, however. For example, the big washing machines may be 
found on one side of the room, the mangles in the middle, and the 
hand presses on the side opposite the washers. A division of human 
relationships was found to parallel these divisions, with the press 
operators finding their closest friends among other press operators, the 
mangle girls forming a clique of their own, and so on. However, since 
all work within one set of walls, they all knew everyone else by first 
name and appeared to have easy conversations with just about everyone 
else. The distinction was not so much between friends and nonfriends 
as it was between casual and close friends. Plainly, where people work 
in close proximity to one another they will have opportunity to talk 
as they work and therefore there is more likelihood that they will 
develop ties of acquaintanceship. Enmities occur too, of course, but, 
as we shall see, a closely knit group can squeeze out anyone who doesn t 
quite "fit,” so in the laundries studied, a basic unity of spirit was found. 

In the housekeeping department, among the maids for example, a 
very different situation appears. These workers are spread out all over 
the hospital. Even where two or more women are assigned to one 
floor, they usually divide the work, each one doing a number of rooms 
alone. In some instances a maid must go up or down a flight of stairs 
to find someone of her own group with whom to chat and exchange 
experiences. 

One might suppose that where two women were working together, 
they would be more content than those working alone, if what has 
been said so far were true. This was not found to be the case. Several 
maids said stoutly that they preferred working by themselves. Further 
study brought out the fact that their objection to the pair relationship 
stemmed from their experience. Where no supervisor was close at hand 
to regulate such things, the more timid of two workers found herself 
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stuck with the larger share of the dirty work! In the laundry there are 
many jobs which are done by pairs. However, these aren’t always the 
same two individuals who work together. There is some interchange 
among persons. Moreover, in all cases the rest of the work group, as 
well as the supervisor, were nearby and looking on, so that an aggres- 
sive individual would have a more difficult time in taking advantage 
of another and getting away with it. The maid, to sum it up, either 
works by herself or, when she has companionship, she may have to pay 
so high a price for it that it loses its attractiveness, whereas in the 
laundry the workers can enjoy fellowship and the group provides its 
own controls to prevent abuses. 

Another example which seems to substantiate this theory of the 
importance of spatial considerations is the sewing or linen room. Some- 
times this is officially a part of the housekeeping department, sometimes 
of the laundry. It was found to consist of one room and anywhere from 
two to twelve women were working within it, each at her own sewing 
machine. It looked like individualistic work, but observation quickly 
disclosed that these employees tended to do a lot of chattering back 
and forth, conferring on details of their work and comparing notes 
on life in general. In other words, the pattern of human relations 
resembled that of the laundry more than it did the housekeeping 
department, and here again one found employees of long standing. 
It is reasonable to suppose that the network of friendly associations 
helps to keep these women contented in their jobs by giving them the 

feeling of belonging” that is so important to all of us. 

Working Conditions 

The linen department docs “clean work” compared to that of many 
housekeeping employees who must mop floors and ddy bathrooms. It 
may be supposed that this also contributes to the stability of these 
workers. We have no doubt that this is true, but it is difficult to 
measure its effect. In the laundry working conditions are often far 
from ideal. Even those who work with the clean wash may do work of 
a boring, routine nature. In addition, uncovered presses may pour 
forth heat on a summer day and the dampness may become intense. 
Not all laundries were like that. We visited some which were as 
pleasant to work in as any other place in the hospital. The important 
point to note, it seemed to us, was that even where conditions were bad 
the workers would complain bitterly but they didn’t quit. Housekeep- 
ing employees, on the other hand, seemed to be discouraged to the 
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point o£ quitting by even minor inconvenience. Our assumption there- 
fore is that while employees very much appreciate management’s con- 
sideration of their well being, they are not unreasonable about con- 
ditions which they believe are outside of management’s control. Where 
other factors are favorable to their staying on the job, they will do so 
and will put up with considerable discomfort when they see it as 
inevitable. 

Another factor which strikes one as possibly relevant is the presence 
of patients. Perhaps housekeeping employees dislike to work around 
sick people. While this also is true in some instances, many of these 
workers said they enjoyed being around the patients. They commonly 
reported that it worried them at first but in time they grew to like 
meeting all kinds of people and became interested in medical informa- 
tion. Some became proficient at picking up bits and scraps of know- 
ledge which they used to advantage back in their own neighborhoods. 
This has been discussed in the chapter on nursing auxiliaries. As a 
factor in employment, it cannot be said that the presence of sickness 
is seen as a handicap insofar as most workers are concerned. Perhaps 
the conversations with patients even helped to keep housekeeping em- 
ployees on the job to the extent that it assuaged their feelings of 
loneliness. 

It might be said in passing that while the housekeeping employees 
had more direct contact with patients, both they and the laundry 
workers were aware of the underlying purpose of the hospital and it 
gave a meaningfulness to their labor. It was not unusual to hear 
consolation taken in the fact that one’s efforts relieved to some extent 
the miseries of the “poor sick people upstairs.” 

Patterns of Supervision 

The question of group leadership is a complicated one. Not all of its 
aspects can be discussed here, but one or two factors may be important 
to this analysis. In the laundry one hears these kinds of remarks. 

I like it here because the bosses arc so nice. Mr. X is a very kind man. 
He doesn’t act uppity at all. He always stops and talks to every- 
one. Another thing, he lets you work about as you want to, so ong 
as you keep up. 

Our supervisor is a hard worker, you have to admire her for that. She 
never interferes with your work either 
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It is easy to spot shirkers in a department where all work together 
in one room. Everybody can see both what work remains to be done 
and how much each person is carrying of the total load. The super- 
vision doesn’t have to be obvious. A shirker would get into trouble not 
only with her supervisor but with her fellow workers as well. There- 
fore, the problem of disciplining the individual worker is that much 
simpler for the supervisor since she has the whole group with her. 
Similarly, the workers can see their supervisor throughout the day and 
become acquainted with her or him, as the case may be. The same 
network of relationships which binds them together will involve the 
supervisor too. This doesn’t necessarily make her job easier, in the long 
run. In one respect it makes it much more difficult, for while she has 
their assistance in controlling individuals, she would find it extremely 
difficult to discipline the whole group if they united against her on any 
matter. 

The supervisor’s best help comes from the nature of the work flow 
and the visibility of the work to be done. For example, one explained: 

You never have to tell them to work hard because they know as well 
as you do how many patients are in the house and how much work 
has to be done before they are finished for the day. They know what 
time remains to finish it in so they just wont steadily and get through 
with it. They like to finish early enough to take it easy the last half 
our or so. Sometimes they have to work overtime but they take that 
wit pretty good grace. . . . What we do here, I give them time off on 
like 1 that rt ^ ^ makC Up f ° r any OVCItime during the week. They 

This same supervisor commented later in the day, when she saw the 
press operators leaning against their machines and engaged in con- 
versation: 

I don t complain when the girls stop to rest like that. They’re good 
girls and we don’t have trouble with them. They take their work all 
rom one basket and never argue about who does what. 

scc ^ l ^ at where a group is united in spirit, the supervisor 
could a fiord to be lenient so long as she was able to get the work out 
within normal time limits. It might be said that in the laundry, the 
work sets its own pace. So much comes in during the day and so much 
must go out before nightfall. Within the limits of the day, however, a 
degree of control can be left up to the workers. If they want to work 



laundry and housekeeping employees 


189 


hard during the morning in order to take it easy at the end of the 
afternoon, who would wish to complain? 

In the housekeeping department, a different situation exists. Most 
of the employees work alone and their day’s work is not so easily 
measured. If a cleaner cuts corners today, she can hope that nobody 
will notice it this time. It is only after a matter of weeks that a careful 
worker can see the results of her diligence and sometimes not then. 
There is a flat succession of days, each one like the others. 

The patients are a complicating factor to the supervisor since a maid 
can always claim that the patient was too sick to be disturbed on a 
given day, hence that she was justified in doing a sketchy job, and it is 
difficult to prove otherwise. The patient’s needs also make necessary 
the employment of night shifts and week-end auxiliaries, and these 
extra workers are a handy scapegoat for blame when things aren't 
well done. Bitter are the gripes about “Sunday help” and “that darned 
night shift.” These extra workers have the task of swiftly tidying up 
a vacated room in order to prepare it for emergency use and they 
therefore have an excuse for cutting corners to gain time. 

With her workers spread out in space, the housekeeping supervisor 
must spend a good bit of time just traveling from one person to 
another. The employees seldom see her busy working at recognizable 
tasks, hence they think of her more as a walker than as a hard worker 
like themselves. “All she ever does is walk around.” They may think of 
her as a disciplinarian more than as a fellow human being, because 
that is the role they actually see her in most of the time. This makes it 
difficult for her to establish rapport. 

Maids commonly state that they resent the sometimes necessarily 
close supervision, the finger run along the windowsill checking for 
dust. However, die other extreme is also painful to them. Some feel 
stranded and neglected, their hard work unrecognized, if nobody 
comes around to see how they are making out. They get the attitude, 
What’s the use, nobody appreciates what we do anyway.” 

A discussion of supervision would not be complete without mention- 
ing the very obvious fact that it is easier on the nerves to have one boss 
than several. In the laundry usually one person is in charge of the 
whole department, with occasional “straw bosses” in charge of seg- 
ments of the work such as the mangling or washing. This means that 
each worker is responsible to two individuals at most, and the duties 
between those two are plainly marked. In addition to authorities within 
the housekeeping department, a maid is frequendy under the super- 
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vision of nurses who work on her floor, in particular the head nurse. 
She also may receive orders or direction from others such as painters, 
nurses’ aides, and so forth, who also want to work in the rooms she 
works in and who may wish her to go away and return later at a time 
more convenient to them or the patient. If they ask her in the name 
of the patient, how can she refuse? The maid is never able to reverse 
the procedure and ask the nurse or painter to come back later. At most 
she can be stubborn about taking her time. It was only occasionally that 
complaints were made along these lines. Evidently most maids and 
other housekeeping employees adjust to the situation, but occasionally 
it did bother them. They would protest: 

After all, a maid’s work is important too. Why is it always me who 

has to come back? 

The relationship between the maids and employees of other depart- 
ments will be considered again when the topic of supervisor status 
is discussed. 

Status Considerations 

In one case known to us, a group of housekeeping employees did 
orm a clique or cluster. These were night-shift workers whose task it 
was to take care of emergencies. Between calls they had a habit of 
situng in me housekeeping office talking to one another to pass the 
time, an thus they came to build up a close relationship among them- 
se yes. Does it support our theory or injure it that these employees 
quit in a body? They decided to act concertedly to protest the fact that 
mstea o upgrading one of their members, management had brought 
m a new supervisor from outside the hospital. In addition to being 
mtereste in this display of group-mindedness and its negative aspects, 
WC . 'y crc intrigued by the pronouncement these women made before 
quitting. ey said that they didn’t like the job anyway because nobody 
respcctc t cm! The nurses were high-hat, thought they were wonder- 
tul just because they had a white cap on their heads. Everybody looked 

own on them, including their immediate supervisors. Who would 
want to work under such circumstances? 

If the laundry and housekeeping employees are compared, it will be 
seen that their relative job status isn’t very different. ITie skilled 
workers have a certain prestige but the others are about on a level with 
one another. However, this difference occurs: the laundry workers are 
among their own kind whereas maids and cleaners arc surrounded by 



LAUNDRY AND HOUSEKEEPING EMPLOYEES 


191 


professional personnel. A laundry employee may not think about her 
status because nobody reminds her of it, but everything seems to 
conspire to remind the maid. Occasionally she will be a special “pet” 
of her floor, but more often she is not made to feel part of the gang 
at all but is merely tolerated as a necessary but low-caste appendage 
to a nursing floor. Accordingly one cannot be surprised at the fre- 
quently negative attitude which maids take toward nurses. Here, for 
example, is the way one maid spoke: 

Oh, I get along fine with the nurses, they don’t bother me none. I’m 
a Christian and I can take it in my stride. Now the other girls have 
trouble sometimes, but I just tell them they should pray for that person 
and keep right on going and after awhile they will come around. But 
some girls can’t do that. They get defeated and quit. Some people just 
sort of get defeated. 

When direct questions are put to them to find just what it is that 
is so discouraging, the complaints seem to turn into mist. Nurses are 
just “high-hat" or “uppity to us,” or “they don’t know we’re alive.’ 
Doctors come in for similar criticism. As one maid put it: 

It differs with different ones, of course. Some nurses arc very nice to 
you and others aren’t. Some of them wouldn’t get friendly with you 
if they knew you for a million years. Same thing with doctors. 

Now with me, I always make a point of speaking to them first. I 
always say, “Good morning, Doctor,” and then they will say, Oh, 
good morning.” Some of the girls they can’t do that. They want the 
other fellow to speak first and their feelings are hurt when people pass 
them by without even speaking, saying hello. I know, they talk to me 
about it. See, I’m one of the older girls around here and when they 
have a gripe they come down and tell me about it in the locker room. 

It is difficult to know how one could best integrate a maid into a 
floor unit. One nurse wrote to us as follows: 

No ward maid that I’m familiar with ever gets the kind of daily 
information she would have to have to do any planning of her work. 
Shouldn’t she know who is scheduled for surgery, laboratory tests, 
special treatments, etc., in order to plan her daily work? Maybe such 
information would prevent her from mopping the wards during rest 
hours, which she may do as a last resort and of course at the expense 
of good patient care. 
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Whether the use of the team approach to nursing helps in this prob- 
lem or not, we have not had opportunity to learn. 

It may be seen how similar the maid’s remarks about the doctors 
were to those of the maintenance man quoted in the chapter “Men at 
Work.” The difference in the two situations lay in the fact that the 
maintenance men spend a good bit of time downstairs in their own 
workshops and can find fellowship there. The maid spends her time, 
so to speak, in alien territory and only sees her own kind at lunch 
hour or in the locker room. 

We did not encounter any antinurse prejudice among laundry or 
linen room employees. Their only contacts came when nurses visited 
their department to check on some supply problem, and then the nurse 
was the one to feel strange. In one laundry an employee had the task 
of pushing a cart of fresh linens up to the nursing floors in the late 
afternoon to replenish linen closet stocks. This job was always given 
to the newest employee, we discovered. The others said that they didn't 
really object to doing this task but hated to miss out on what was going 
on in their own department! The new girl who had the job said it 
was the part of her work she liked least. 

i anitor 15 ’ coursc » similar to that of the maid. 

hen he makes friends with the people who work around him, it is 
usually at his own initiative rather than theirs. If he is a quiet 
person, he can be terribly isolated in the midst of a crowd. Janitors 
were discussed in greater detail in the chapter “Men at Work.” 

Exceptional Cases 

Cases which did not fit the above analysis are especially rewarding to 
stu y. For example, there was the phenomenon of the “pet maid.” In 
one hospital two maids had been employed for twelve years. One in 
particular had won a very special place for herself on a private floor 
by reason of her personality and willingness to serve. Patients who 
di n t know any of the nurses by name would enter the admissions 
office and ask to be placed on “Mrs. O’Brien’s floor.” This didn’t please 
the nurses, but Mrs. O’Brien was delighted and told the interviewer 
that she loved her work so much she would work for nothing if she 
had to. Her reward came from the recognition she was receiving from 
grateful patients and from her own feelings of usefulness. 

Another exception was found in a whole group of wall cleaners. 
These were women employed by the housekeeping department, and 
some of them had been in their jobs for as long as twenty-five years. 
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They had won a special niche for themselves; in fact, the tales told 
about them assumed the proportion of legends. One nurse told us 
smilingly that they would descend upon a room and completely take 
over. Anybody who didn’t step aside was apt to get washed down 
along with the walls and furniture. They always worked as a team, 
either in fours or in eights. They talked to the interviewer without any 
apparent difficulty, but it was said that if anybody tried to give them 
orders, they pretended that they couldn’t understand English. Manage- 
ment came to bow in acknowledgement of their professionalism and 
let them do things their own way. 

When the interviewer went to talk with these employees they 
characteristically insisted on being interviewed as a group. Delighted to 
be a part of the study, they crowded around and everybody talked at 
once. They showed off the room they had just finished, with obvious 
pride in their careful workmanship, and told the interviewer that their 
walls were never streaked and that they never got themselves dirty 
either. 

When they were asked whether the doctors or nurses gave them 
orders or suggestions, they shook their collective heads no. Then one 
spoke up and said in a kindly way that the nurses were nice and that 
they always tried to help the nurses out if they were asked * real nice. 
It was easy to see who was on top in this situation. 

Perhaps a more notable exception, because it is more frequently 
found, is that of the maids who work in the nurses’ residence. These 
people are just as spread out in space as are the ones who work in the 
hospital itself, and resemble housekeeping employees in their general 
background and work habits. However, since most of their work is 
done during the day when the nurses are either on the job or asleep, 
these maids have more freedom both to get together during the ay 
and from interference from higher status persons. In other words, 
they have greater control over their immediate work environment. We 
found that the maids who worked in these residences had longer 
tenure than those who worked in the hospital. 

We have been told about other hospitals where there was no differ- 
ence between the stability of housekeeping and laundry workers. 
Investigation disclosed that these hospitals had very advanced person- 
nel policies. For example, they had special meetings for housekeeping 
employees where the workers got together to exchange views, or they 
had “clinics” where problems were thrashed out. We shall discuss sue 
features at greater length elsewhere. It may be noted that such evices 
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serve, among other things, to give a sense o£ group fellowship to em- 
ployees who otherwise would not acquire a sense of belonging. 

We noted that male employees in both housekeeping and laundry 
departments tended to have shorter terms of employment than the 
women, although the laundry workers were somewhat more steady. 
One exception to this was a laundry which had a male supervisor. 
He had a crew of twelve men and twenty-one women and his men, 
on the whole, were more stable than any we found elsewhere. In 
general it might be said that men who work in situations where they 
are surrounded with women arc not so apt to become closely knit parts 
of the group as the women are. Their relationship is usually a simple 
joking one, whereas the women sometimes form deeper attachments 
among themselves. There are, of course, many more jobs available to 
the semiskilled and unskilled men, and this may place greater tempta- 
tions in their way for transferring to higher-paying positions. 

Disadvantages of Closely Knit Work Groups 
While a sense of belonging may encourage the individual employee 
to stay in his job longer, it may also present problems to his supervisor. 
One overhears laundry heads muttering to themselves, “Think they 
own the place,” and indeed they do. The long-term employee can 
be expected to develop a certain amount of possessiveness toward his 
job. He will also tend to band together with his fellows to control the 
environment around him. Any new employee will be sized up, 
measured according to his capacity to fit in with the old crowd, and if 
they reject him he hasn’t a very good chance of surviving as a jobholder 
in that department. For this reason a sometimes remarkable homo- 
geneity can be found within such departments. Not only will the 
workers freeze out individuals of other nationality or race, they will 
just as quickly turn on persons of a different age or educational back- 
ground. This kind of tyranny of a majority over a minority must be 
guarded against in any stable social situation. It is no different in the 
laundry than in an exclusive neighborhood. The housekeeping depart- 
ment, on the other hand, by virtue of the fact that its turnover is high 
will have a much wider heterogeneity among its members. It is, of 
course, the right of management to decide how much variety it wants 
and can tolerate within the various departments. Most of the adminis- 
trators and supervisors of our acquaintance seemed to aim toward a 
policy of moderation, compromising stability of the work force with 
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flexibility within the work group so that they, and not the rank and 
file, decided who should be hired. 

Comparative Management Policies 
Let us assume that their attitude is shared by others and that the 
question is posed, how can a department achieve stability without 
sacrificing flexibility? It is not within the limits of this study to give 
definitive answers to problems, but some observations may be made 
concerning possible alternatives. 

Obviously there isn’t much that can be done about spatial relation- 
ships. Maids will continue to have to do their work on nursing floors, 
for example, but some of the disadvantages of this dispersion can be 
minimized. 

The worst situation known to us existed in a hospital where the house- 
keeping employees not only worked alone but were expected to eat 
alone, each in his or her little utility closet. If they were caught slipping 
down the back stairs to chat with one another, they were severely dealt 
with. It might be noted that the turnover here was four hundred per 
cent a year. This is an extreme case, of course, but it is worth mention- 
ing that when people work alone they especially need opportunity to 
get together at meals and rest periods. This is particularly the case when 
the work they do is monotonous and unrewarding in itself. Then the 
clement of fellowship becomes most important as a compensatory 
device. We were told that turnover dropped in one hospital when 
adequate locker facilities were provided for such employees, and one 
suspects that having a locker room meant increased interaction, a 
chance for friendly lingering and talking over the day’s business. 

We have already mentioned the possibility of group meetings for 
housekeeping and laundry employees. Some executive housekeepers 
thought that it was too risky to take a chance on that. 

Why, the first thing you know, they would be telling you how to run 

things! 

This is certainly a possibility. It would take courage to face a group 
which has low morale and present them with an opportunity to gang 
U P on management. However, one hospital did take this chance and 
reports that it is working out constructively. The employees seem grati- 
fied with the new recognition they feel they are receiving, and have 
come up with intelligent suggestions about work routines. It is too 
^rly to know whether turnover will drop as a result of this new e- 
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velopment, but one might expect that it would encourage the building 
of group solidarity, as well as provide a natural contact between super- 
visors and workers. To this extent it would be an excellent counter 
force to the situation on the floors where the supervisor is usually 
seen as a disciplinary agent. In the meeting she would have opportunity 
to appear as a team member, intent on furthering the good of the whole 
group. 

We have not had opportunity to observe the results of training pro- 
grams but persons who have seem to be highly in favor of them. They 
report that showing movies, holding workshops in which skills are 
developed, and clinics where workers themselves provide the sugges- 
tions for how to go about specific tasks, have provoked enthusiasm 
and interest in employees. 

We heard in several places that laundry employees invented their 
own procedures for handling contaminated linens, for speeding the 
folding of certain garments, and so on. They found it possible to share 
suggestions and new ideas, and this would seem to increase the 
meaningfulness of the work for them. It is very rare indeed to hear of 
a housekeeping employee making constructive suggestion except in 
the case of clinics and other special arrangements devised specifically 
to encourage just this sort of thing. In other words, what might be 
called constructive or healthy communication upward has to be arti- 
ficially stimulated when the work situation is such to make it difficult. 

Supervision and Relations with Other Departments 
A difficult problem has been left to the last. Hospital administrators 
have expressed concern on the appointment of housekeeping and 
laundry supervisors. Should they be upgraded members of the rank 
and file, or strangers brought in from outside who never did manual 
work in that particular kind of department? On the one hand, they 
felt that upgraded maids, for example, made sympathetic supervisors 
but tended to be too easy on employees. What was perhaps more 
serious a matter, they typically had difficulty in achieving a healthy 
relationship between their department and other ones. They lacked 
sufficient poise and stature to associate as equals with other department 
heads and therefore, when interdepartmental issues were at stake, their 
employees came out the worst. This is part of the problem, for 
example, between the maids and other nursing floor employees. The 
maid is, in at least some cases, just about defenseless in the face of an 
aggressive nurse. Where the maid has a capable supervisor, however, 
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she can get her protection against any injustice, real or supposed. The 
final chapter of this book relates how the number of committee sys- 
tems has grown and the increased necessity for representatives of dif- 
ferent occupational groups to meet if current problems are to be over- 
come. On the floor and in the committee room, each work group needs 
able defenders. 

Ex-nurses, ex-office workers, and other people more accustomed to 
exercising authority have been used as heads of laundry and house- 
keeping staffs. They met some of the above problems successfully but 
were finding it difficult to command the allegiance of their own work 
force in some instances. In addition, their employment was taking away 
the incentive of employees to work hard, for what was the use if the 
good positions were closed to them anyway? We saw one effective 
compromise worked out where an intermediate level of supervisors 
were appointed who were upgraded rank and file workers. Their 
elevation was regarded as a reward for faithful service, and to our 
observation they were doing a good job both in maintaining efficiency 
and in gaining cheerful cooperation from the workers under them. We 
did not see sufficient examples of this to know whether this would work 
equally well elsewhere. 

It is probably safe to say that hospitals quite generally were faced 
with acute laundry and housekeeping problems during and imme- 
diately after the war. Ancient machinery and techniques were not up 
to coping with the heavily increased demands made on them. Since 
then a good bit of thought and effort has gone into the improving of 
both tools and management methods. A tendency toward greater 
mechanization which probably stemmed from sheer efficiency needs 
has improved not only the employees’ morale but also interdepart- 
mental relationships since work gets done faster. In addition, and per- 
haps of major importance, better qualified supervisors are being both 
hired and created. The Executive Housekeepers Association and the 
various hospital associations have been encouraging the professionaliza- 
tion of such individuals by sponsoring institutes and workshops where 
their knowledge and skill is increased. 

Summary 

Housekeeping and laundry employees are similar in their social and 
economic backgrounds and in the status of their jobs. However, a 
' Vl e difference is frequently found in their stability on the jo . nc 
wetor which may influence this is the face-to-face relationships of the 
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laundry workers who do their tasks within a small geographical area. 
Housekeeping employees, on the other hand, are dispersed and work 
among higher status persons with resulting feelings of inferiority and 
loneliness. Another possible factor involved is the nature of the work 
flow. Where employees can help to regulate the speed and timing of 
their labor, they find more satisfaction in it than they do in situations 
where their work is controlled by outside forces. Groups of workers 
form “norms” or habits of thought concerning such things as the 
successful coping with a day’s load, whatever it may be. They take 
pride in meeting agreed-upon deadlines, whereas the solitary worker 
may see an even succession of boring hours and days, all alike. 

Where supervision is unobtrusive, it seems to be easier for the 
employee to accept. Each individual in the group is held in check by 
his fellows as well as by formal disciplinary arrangements. Such super- 
vision and group controls are difficult to approximate where workers 
are spread out in space. The well-knit group, on the other hand, raises 
its own set of problems, since the group-will becomes a force in its own 
right. 

Hospitals arc becoming experimental in their approach to the prob- 
lems of management in laundries and housekeeping departments. Here, 
as elsewhere in the hospital, new programs are being inaugurated for 
the training and advancement of both supervisors and workers. 



PART FOUR 


SOME HOSPITAL 
DEPARTMENTS 
IN ACTION 



CHAPTER 14 


THE ADMISSIONS OFFICE 


ANYONE WHO HAS BEEN admitted to a hospital as a patient 
may think he knows well enough what the admissions office is like. 
However, no single patient can truly comprehend what it means when 
a succession of individuals, each one different from the next, pours 
through one office within a brief stretch of time. It is the pressure and 
the uneven tempo which gives this part of the hospital its distinctive 
flavor. Perhaps the following notes will help to convey something of 
this. They were taken during a Monday afternoon in one of our larger 
hospitals. 

Sample Hour in Admissions Office 

2:00 p.m. Observer arrives, finds two girls on duty. One girl answers phone 
while the other takes histories from incoming patients, but there 
is some overlap as the two girls struggle to help each other. 

2:02 Miss a finishes phone call, tells observer of hectic morning spent 
reshuffling patients to make room for five emergencies admitted 
late last night. Interrupted by phone ringing. 

2:o 3 Doctor’s office calling for room reservation. Told first bed would 
be available in two weeks. Room reserved. 

2:o 4 Miss B on phone talking to Medical Records Department. Asks 
for admitting diagnosis. Miss B is struggling to complete insur- 
ance forms for Blue Cross. 

2:o 5 Negro workman comes in, has thick Southern accent. Tells 
Miss B his wife is in Ward H and is distressed by three deaths 
201 
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occurring there in last two days, one in the next bed. "That ward 
just ain’t the place for her, not for somebody with heart trouble. 
She shouldn’t be having that trouble. My Blue Cross is supposed 
to get me a semiprivate bed for her.” Miss B. takes down details, 
promises man kindly she will try to arrange for transfer but 
that space is short. He continues talking, repeats details over 
and over, is obviously very worried about his wife. Miss B has 
to break off conversation to answer phone. Man shuffles out of 
room, still talking dolefully to himself. 

2:08 Miss A on phone saying, "Well, we wouldn’t have anything for 
her today, Doctor. Could you call us back this evening in case 
anything opens up? Thank you.” 

2:11 Mexican comes into room, clutching his side. A young railroad 
doctor accompanies him. Miss B takes history, finds that man 
has just arrived in town, his relatives all live in Texas. He 
answers her questions with blank stare or mumbles confusedly. 
Doctor answers for him and observer is sure he is inventing the 
details. “Age?” "How old are you?” Man stares. Doctor says, 
‘You were born in 1912, weren’t you, Pietro?” Man nods and 
Miss B writes down 1912. 

While she takes his history, three people enter room. One is a page 
from the outpatient department. The second is a young woman 
patient, and the third is her father. The outpatient department has 
already notified the admissions office that this emergency cancer case 
is to be admitted at once. They wait for Miss B’s attention. The father 
never says a word, stands staring sadly at his daughter. The daughter 
keeps asking, "Will they operate on me right away? Well, will they 
operate tomorrow?” Miss B patiently replies that the doctor will tell 


Interne enters. Tells girls that ambulance call was about a 
drunk whom he found lying in a gutter. Drunk claimed he had 
been hit by a car. Interne asked him, “Were you hit by a car?” 
Yup.” “Were you hit by a trolley car?” “Yup.” "Was it an 
airplane that hit you?” “Yup.” "You haven’t been drinking have 
you? * And how, Doc.” The interne smiled and told the girls, 
You can scratch that one off your list, he’s sitting in the hoose- 
gow with a bandaid across his nose.” 

Miss A on phone says, “You mean Vogeler didn’t discharge 
that woman? Ye gods, and I told Mrs. So-and-So she could 
come in. Now what am I going to do?” Before she can take 
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Phone call from student health office, reporting that nurse is on 
her way over as a patient and could she be placed in room 362? 
Miss A phones the floor to tell them that the student will be 
coming up shortly. 

Miss B says on phone, “Well, all I can do is put her down on 
the emergency list and call you when a vacancy occurs, Doctor. 
Could she possibly wait two weeks for a semiprivatc? All right 
then, we’ll bring her in as soon as we can. 

Miss A tells Miss B, “That woman is complaining again.’’ Tells 
observer that they already transferred the woman once and now 
she is driving the nurses on the new floor to distraction. Miss A 
remarks, “I said to her, ‘I should have left you over on Floor X, t 
and she said, ‘Yes, I guess you should have, I hate it here. 
Night shift clerk phones in to inquire how busy they were. Is 
told that it isn’t too bad. 

Miss B tackles the clerical work for the Blue Cross but is inter- 
rupted by another patient arriving. Takes history. 

Phone rings, Miss A says, "Well, I’m sorry, Doctor, but the 
earliest date . . .” 

AU o£ the persons with whom the Admissions Office works want 
essentially the same thing, yet it is often a diplomatic feat to accom- 
modate their respective needs and desires. Entitled to first const era 
tion, of course, are the incoming patients. A new patient wants to n 
himself in friendly and competent hands. He needs to be ma e we 
come and to be put to bed as promptly as possible. The second group 
whose needs must be met is the medical staff. Each doctor esires to 
see his patients admitted and placed in a situation where therapy is not 
interfered with by social or psychological discomforts. The thir party 
is the hospital organization. Each new patient must be fitte into an 
ongoing system in a way which maximizes well-being of t e w oe. 

Problems arise when the influx of patients is uneven or, as it is 
practically everywhere today, so heavy that the organization comes 
swamped. Space, time, and personnel are relatively inflexible items, 
patients come in a flood, they cannot be readily accommodated. If they 
all have influenza, the floors set up to care for respiratory diseases will 
soon be overflowing while others, for example obstetric wards, will be 
standing idle and so will obstetric nurses, who must be held m readi- 
ness for their own specialty. New patients require a good bit more 
attention than do those who have been in the hospital for some time. 


2:23 

2:28 

2:42 

2:48 

*53 

3:00 
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There are many routine tests to be run, diagnoses must be made, and so 
on. Each nursing floor can adjust to only a limited number of new- 
comers at a time. The efficient allocation of patients to floors, therefore, 
can be of crucial importance. Chiefly, however, the problems of the 
Admissions Office center around the fact that the commodity handled 
is one in scarce supply, namely, hospital beds. It is inevitable that some 
heat will be engendered at a point where such an item is dispensed. 

The Patients 

A new patient must learn how to be a patient. He must adjust to a 
new environment, away from his normal activities and patterns of 
[ relationship. The Admissions Office is the first step of the way for him, 
and whether or not he will become a cooperative member of the 
hospital community may be sharply influenced here. This is where the 
pattern is first set. People react variously to new situations, of course. 
Some patients are belligerent because they are fearful. Others are irri- 
table, childish. However, hospital personnel report that for the most 
part incoming patients tend to be passive. One told us, “We find people 
are nicer here, they aren’t trying to put anything over on you.” Another 
sam, * They are funny, I don’t know, there is a whipped air about 
them.” A third, with perhaps deeper insight, commented, “They are 
like children, in need of emotional support.” From the patient’s point 
of view, the admissions clerk symbolizes the hospital. If she is warm, 
md, if she goes about her duties with quiet self-assurance, he comes to 
ee that the hospital is a good place, a place of refuge. If he does not 
get this kind of treatment, he will see it as an additional threat to his 
security and go to his bed feeling hostile and on guard. He is, of course, 
already under the threat of his illness and the disruption of his normal 
activity. 

Even the most conscientious clerk will sometimes fail the patient 
when the evening crush of work occurs. 

An observer spent one evening just sitting in the waiting room to see 
life from the patient’s point of view. Among the people waiting there 
were three elderly sisters. They were very neatly dressed and sat patiently 
as the moments ticked by. Nobody said what was wrong with the sick 
one, but she remarked that this was the third time within the last 
year that she had been here for surgery. She was obviously in pain, her 
eyes were clouded with it and from time to time she would press her 
handkerchief to her lips as if to keep from crying out. The other two 
wouldn’t hear her pleas that they go find themselves something to eat. 
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They explained they came to the hospital right from the train, because 
the sister felt so ill. The only reason they were able to get a reservation 
at all, they said, was that the doctor had pleaded with the admissions 
office. The sisters would look up eagerly if any person came down in 
the elevator. They would say, “Do you suppose that’s the patient leav- 
ing now? Will we get his bed?" Once a nurse approached the receptton 
desk and one sister said, “Oh, this is it, I know it. Now we will get 
that room.” As time passed, the sick one didn’t say anything more, but 
sat pressing her handkerchief to her lips. None of them went to the 
desk to ask for help but followed each movement of the attendant 
with anxious eyes and with growing despair. Finally, after an hour 
of waiting, their turn came. 

It is important that the admissions personnel know when to send a 
patient directly to bed, getting his history later or leaving it to nurses 
to acquire these details. Similarly, in planning for patient placement, 
they should be able to distinguish acute illnesses from chronic ones in 
order to give preference to the most desperately ill. This may call or a 
certain amount of familiarity with medical terms and facts which the 
new admissions clerk without adequate background may be slow to 
accumulate. 

t While patients are apt to be passive in this office, relatives of the 
-patient are occasionally quite aggressive. They may need as much or 
'.even more psychological reassurance as the sick one. Admissions clerks 
will sometimes remark, “I don’t blame them; I know how 1 would feel 
if it were my mother who was kept waiting.” They understand an 
sympathize with the relatives, but that serves only partially to ease the 
situation. It doesn’t produce enough beds to go around. 

The situation may be eased somewhat by efforts to stagger e 
appointments of patients. The admissions office may telephone patients 
and ask that they come in at three-thirty instead of during the evening, 
for example. The difficulty is that patients due to go home may not 
leave by three-thirty. They may wait until a member of the family 
calls to escort them, and that is often after working hours. A bed is 
unavailable until after the floor personnel have time to clean the room 
and put it in order for the next patient. . 

The taking of a new patient’s history can be time-consuming. It e 
admissions clerk is sympathetic, the patient may pour forth a long ta c 
of woe, both personal and medical. It is an important part of her jo 
to be tactful in such a situation, listening patiently when the flow o 
words cannot be stopped, and bringing it to a natural halt when at 
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is possible, by redirecting the patient’s thoughts to the next piece of 
business. A depressed patient may hardly respond at all to her questions, 
or may respond so feebly that she must ask each one several times be- 
fore getting a clear answer. In one instance, we observed such a 
patient greatly cheered when the employee said to her kindly, “Do 
stop by on your way home and let us hear how you like our hospital." 
Perhaps this was the first intimation the patient had that anybody 
expected her to recover sufficiently to go home again. At any rate, she 
beamed and walked out with a new vigor, evidently feeling that she 
left a friend behind her in the admissions office. It is spontaneous 
courtesies such as this which make the difference between a successful 
admissions person and a merely adequate one. 

The administrator is the one to decide whether or not the admis- 
sions office is to concern itself with the patient’s ability to pay. When 
this is left to the credit office, the admissions people need consider only 
the patient’s medical needs and his preferences. There is always the 
possibility that they may inadvertently place him in a room beyond 
his financial means and have to transfer him later. On the other hand, 
if they must also take financial matters into consideration, their task 
becomes even more complex, and if they are required to dun the 
patient in advance for money, it becomes worsel Unfortunately hos- 
pitals with a largely transient clientele, such as may be found in rooming- 
house areas of a large city, find it necessary to protect their financial 
investment by some such technique. It is apparent, however, that a 
choice must be made. Either the admissions staff can make the patient 
feel welcome or they can confront him with a demand for money. 

Another difficult problem concerning patients at admission time is 
that of screening. Probably every community has its share of known 
deadbeats, people who can afford to pay their bills but don’t, and who 
prefer to convalesce in the hospital’s most expensive room. There are 
also those patients for whom a given institution may not have adequate 
facilities, such as alcoholics, drug addicts, persons with suicidal tend- 
encies. In our society, shame is still attached to such disabilities. Admis- 
sion into a special institution devoted to their care therefore can be 
seen as a public announcement of deviance, and out of kindness to the 
patient or his family, a physician may try to get him into the general 
hospital under cover of some diagnosis such as “chronic headaches.” 
The administrator may ask an experienced admissions person to ad- 
vise him about cases which appear to be doubtful. Then there is the 
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rest o£ that sad parade of the unwanted: the old parent who is not sick 
but for whom the children just haven’t room; the semi-invalid who 
may live for years but for whom there is no room in the local nursing 
home. Making decisions about the rejection of such persons is not easy. 

There may be explicit or implicit rules regarding the admission and 
placement of members of minority groups. Some hospitals will profess 
to treat everyone alike, regardless of nationality, color, or creed. At the 
same time they may try to avoid “tensions” arising from divergent 
cultural patterns coming into conflict on nursing floors. Patterns of 
segregation differ and in some cases may truly be nonexistent, but we 
found a widespread belief that people who are alike should be placed 
together while the unlikes should be kept separated. This is the kind 
of thing which was prevalent: 

admissions clerk: Oh, wc have absolutely no discrimination here. It s 
against the law of the state, you know. We treat everybody who 
comes here alike. 

interviewer: Doesn’t that represent occasional difficulties? 

clerk: Well, yes, it does, but wc just have to treat them all alike because 
that’s the law. Of course, wc have to use our judgment, you under- 
stand. We don’t put them in just any semiprivate room. You have to 
exercise judgment. We had a case here a week or so ago that was 
really very difficult. I must admit this man did seem very well edu- 
cated and well dressed. He insisted that he wanted a semiprivatc room 
and we just didn’t have one, and that was the honest truth, too. We 
just didn’t. He said he was willing to wait in the waiting room and 
perhaps something would open up. After all, when they are willing 
to wait, what can we do? All we can do is tell them that there s a 
bed in a ward for them but if they wish to wait, we’re willing to 
wait also and if anything comes up, well let them know. Well, this 
man waited two hours, and you could see that he really didn t feel 
very well and then, by golly, a room did open up. As it happened 
there were two beds in that room and both of the white men were 
going home. That makes it easier, you know. It’s much better to put 
them in an empty room and then move a white person in later. That 
way you can ask the white person do they mind if they re in the room 
with a colored person, and if they want a semiprivate room very badly 
they will go along. 'That’s what happened in this case. The next man 
who came in, I told him that there was a room open but there was 
a Negro in there, and do you know he accepted it! [Her face showed 
her surprise.] There was absolutely no trouble at all. I never heard 
one word about it. 
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Hospital policies tend to reflect the attitudes which are prevalent in 
the community from which the clientele comes. Since our study took 
place during a period of rapid social change, several of the hospitals we 
observed were in process of modifying their treatment of minority 
groups, and always it was in the direction of greater equality. 


Doctors 

The first thing which happens in the case of an ordinary admission 
is that the doctor or his office nurse will phone to place a room reserva- 
tion for the patient. The doctor may be the patient’s family physician 
or a specialist to whom the patient has been referred. The family 
doctor in particular will have some knowledge of the patient’s financial 
circumstances, and his way of life. So long as the physicians cooperate 
in patient placement, and so long as there is space available in all types 
of accommodation, problems in this area can be minimal. 

Ordinarily relations between doctors and admissions personnel are 
good. When bed space is scarce, the doctor stands to gain even more 
than usual by winning the good will of this office. Any admissions clerk 
with normal human feelings will do what she can for the patients. 
However, most of the time the incoming patients are strangers, and we 
seldom overexert ourselves for persons unknown to us. When an ad- 
missions clerk, exhausted after a busy day, tells you that she will “find 
a bed if she has to build it with her bare hands,” there is usually a 
beloved physician somewhere in the background. That kind of service 
cannot be demanded, it must come voluntarily. What makes a clerk 
befriend a doctor? Pardy it is the pleasant acquaintanceship that may 
have been built between them, but almost always it has a deeper source 
in the respect she holds for him. For example, after telling the inter- 
viewer that they absolutely did not discriminate among the doctors, but 
tried to serve them all equally, one admissions employee turned from 
the telephone and remarked with greatest sweetness. 

That was Dr. Phillips. I'd do anything for him. He’s just wonderful, 

so I always go out of my way to do him a favor. 


.Asked what he had done to win her approval, she explained: 


He does a great deal of charity work around here. You’d never guess 
it either, he doesn’t talk about it as some do. One of the nurses told 
me about a patient of his, a nineteen-year-old girl who was pregnant 
and was found to be dying of a brain tumor. She overheard him tel 
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the husband of this girl not to worry about the doctor bill. If he could 
pay it, all right, and if he couldn’t that was all right too. That boy was 
only twenty-one and the girl could have lived for months. You can 
imagine how much money that fellow had. We re crazy about t at 
doctor. Any one of us would work our fingers to the bone getting a 
bed for him. 


Despite every effort of administrators and supervisors to censure 
discriminatory behavior, employees continue to be influenced to some 
extent by grapevine appraisals. 

When beds are scarce doctors may begin to compete with one an- 
other, each striving to get his patients priority over the others, an 
there is a lack of clear policy, trouble brews. The older doctor wi 
the heavy patient load may claim special privilege on the groun s t at 
he supplies the hospital with “business.” He may also claim t at s 
specialty deals with more acute illnesses than that of another physician, 
hence that his patients require more prompt hospitalization. e 
younger unspecialized doctor may be equally insistent that a strict 
policy of “first come, first served” be followed. Emergency cases, o 
course, are always entitled to priority, but any good admissions c er 
knows that the claim of emergency can be exaggerated, and learns o 
discount the appeals of the doctor who abuses it. m 

One clerk recounted bitterly how she acquired her basic educa- 
tion” in such things. A doctor had called up, when she was new at t us 
work, and begged her to find a room for his patient. The man was 
in an awful state, he said, was “vomiting aU over the doctors office, 
and couldn’t she please do something. The clerk took this very sen 
ously and badgered everybody in the hospital until a space was oun 
Then she called the doctor’s office back, only to have |*** se j rctar ^v 3 j 
blithely that the patient wasn’t there just then, he and t e octor a 
gone out to have lunch together. They had figured that s e wo n 


call them back for at least an hour. 

A hospital cannot plan room reservations in advance to ^ sa , 
degree as a hotel. There are always patients who carniot be dlsch ?*S 
on schedule because of a relapse, and others who insist on S 0,n S 
whether or not they are medically ready. It is this eeway 
reasonable expectation and actuality which permits last-mmu e J 
ments, and it is this leeway which each doctor may try t0 
for himself. Doctors are pretty much like anybody else in is r 
that when they become convinced a system is being o , 

favoritism shown, they tend to settle down to live within 
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with average grace. The problem of admissions procedure is rooted in 
the fact that no hard and fast rules can be applied in all instances. 
Hospitals are places of recurrent crises, and all rules must be bent 
slightly at one time or another. The question is not whether to make 
exceptions, but how to make them; whether they shall be made by one 
person or by several, and whether they shall come capriciously or by 
some rule of thumb. It is inevitable that some competition will arise 
where demand outruns supply. The crux of the matter is who can 
best take that pressure and how it can be minimized. 

The ability to distribute a scarce item means power as well as nervous 
strain. If the administrator chooses to keep that power himself, he will 
also get the headaches and time-consuming task of placating disputing 
parties. If he should choose to delegate it, he can expect to hear com- 
plaints coming up from below. It is not easy for an employee to deny 
the request of a doctor. His community prestige so far outranks her 
own that both of them feel uneasy in such a circumstance. Even when 
the administrator and the board of trustees stand firmly behind the 
employee and even when she is shrewd enough to offer the doctor 
every token of deference in her manner and attitude, there will remain 
a slight uneasiness. If her authority is not firmly backed, relationships 
wi break down. The administrator can, of course, ease the situation 
y careful selection of personnel, but it is essential to note that regard- 
css o individual differences, this kind of stress and strain is probably 
un to occur at this particular point in any hospital. 

ere are pressures operating on the doctors, too. The patient and 
his needs may be such that the doctor very sincerely feels that it is 
imperative to have the individual hospitalized at once. In ‘addition, 
t e patient may be a close friend or relative. He may be an outstand- 
ing citizen and therefore important to the doctor for public relations 
reasons. Or he may have some rare disease or require a new treatment 
so t at e doctor may feel that his professional growth is involved. 

or any of these reasons the doctor may bring considerable pressure 
. t0 ,,. F ^ *Y S patient special preference. Whether this will mean 
killing the admissions clerk with kindness, or browbeating her into 
submission, depends upon his idea of what will work to his and the 
patient’s advantage. 

In one hospital, tensions between the medical staff and the admis- 
sions office grew worse daily, and finally the administrator suggested 
that they all get together and talk it over. The head of the admissions 
office reported later that it was something to see. First, all the doctors 
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joined in scolding her and when she finally thought she couldn’t take 
any more, they suddenly began to turn on each other. One man 
accused her of not finding rooms for his patients when they came in 
on Saturday to be prepared for a Monday morning operauon. One 
of the others asked him, 

Saturday? For a Monday operation? And who pays the bill for the 

week end? Do you think that is fair to the patient? Is it fair to the 

hospital? 

Soon they were arguing with one another in a way which brought 
out issues the astonished admissions head wouldn’t have dared to 
raise. As a result, she felt that they achieved considerable insight into 
the nature of her problems, and from then on, relationships improved. 

The lack of space is the major problem which creates tension be- 
tween the medical staff and this department. There are ot er minor 
ones. A doctor may complicate matters by expressing pre erence ° T 
some floors or nurses. He may request extra services from t e a mis 
sions office such as delivering messages for him to other hospita 
departments. In particular, he may wish them to transmit mediKd 
orders to the nurses for the initial care of his patient. This is usua y 
against hospital rules but it is a rule we saw broken many times y 
busy physicians and sympathetic clerks. How many extra ores 
doctor can successfully pass on to the admissions sta epen s upo 
their tolerance, his prestige in the hospital, and the extent o eir 
friendship. The longer the staff have worked at this post, c 
the likelihood that they have been saddled with extra duties. This, ot 
course, is not peculiar to admissions offices. 


The Administrator 

Since the hospital is not a world unto itself, the administrator must 
constantly keep in mind the public relations aspect of hospieU <are. 
He must face what others may wish to forget, that a 0S P lta 1 
merely a curative institution but a social and, in a sense, a po 
one. The nonprofit, voluntary hospital typically gets on y pa 
funds from patient fees. Another portion of its income is donated oy 
the more privileged portion of the community. A man w o 
selfless in his giving may ask special considerauon from ^hospital 
when a member of his family is suddenly stricken ill. ' m ■ , y c 
board of trustees may devote not only time and money u 
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effort to making the hospital a place the community may be proud of. 
Is it too much to expect that they receive a bed promptly when they 
need one? And what of the sick doctor, or nurse, or faithful employee? 
Then there is the prominent citizen whose care will bring the hospital 
favorable recognition, and the city official who may later help to 
alleviate distressing neighborhood conditions or favorably modify 
welfare regulations. It is the administrator who must, sometimes 
against his own wishes, put aside personal considerations and base 
decisions on what will result in the greatest good of the greatest 
number. A consistent policy will help mitigate against excessive appeals 
for privilege but exceptions must occasionally be made. 

One admissions employee told this story: 

I receive a lot of interference. Mr. Kane [the administrator] doesn’t 
know how much it upsets me. I can see his point too, he isn’t always 
a free agent. But every once in a while he will phone and ask me what 
rooms are open today and I will tell him the four room numbers and 
that they have all been assigned. Then he says, “Well, I’m going to 
take 416 and give it to Mr. Able.” Then he hangs up and there I am, 
left holding the bag again. What am I supposed to tell the patient when 
comes in, after I have promised the room to him? What am I to 
tell his doctor? And you know, Mr. Able had just been talking to me 
a few minutes earlier and I told him there absolutely were no rooms 
open. Then he called Mr. Kane and right away he gets a room. What 
must he think? He thinks I’m a fool. How would you feel? It just 
upsets me so, you have no idea. 

While this story was being told, the telephone rang, and after a mo- 
ment s conversation the employee burst into spasms of helpless laughter. 
It was the head of admissions in a neighboring hospital who said she 
was so mad she could break somebody’s leg. It seems that she had 
just assigned a room to one patient when the administrator came 
along and took it away to give to another one. She asked, “Do you 
have to put up with that?” 

These two women, acquainted from other telephone conversations, 
discussed the possibility of getting together to talk over their common 
problems. It was their thought that if all the admissions personnel 
in one city could meet occasionally to discuss local conditions, they 
might all be better informed and therefore more able to give intelligent 
direction to patients when their own hospital was crammed to the 
doors, or when it was unable to offer the type of service being required. 
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We haven’t heard whether this proposal was ever earned out into 
action. 

Nursing Personnel 

In order to plan intelligendy for patient placement and to make 
prompt use of all available beds, the admissions office must know 
which patients are due to be discharged. It isn’t always poss.ble to 
predict when a discharge will be granted, of course, ut e nurses 
usually can make a reasonable guess. Whether they wi e oun 
willing to confide that guess to admissions personne , owever, is 
another matter. In one hospital, the admissions office a e uty o 

phoning the nursing floors every afternoon to make a routine c e • 
We asked whether the nurses could be believed, and the admissions 
girl laughed. 

Certainly not. After all, they are human beings and they don't want 
any extra work if they can help it. The nurse in charge o c g 
floor south is a friend of mine and she always tells me t e exae • 
On other floors they’d never admit when rooms will be op 
can be very embarrassing for us. Sometimes we advise e a mi ™ 
that there isn’t a room open in the house and he will say that he knows 
perfectly well that there are several. Then he calls e oors a 
enough, he finds two or three and it makes him furious, v 
called the floors back and asked them what the big 1 ca ■wa a 
say, “But honestly the patient just this minute deci e to go 
What can you do? 

Wc found that the floors where this problem was accentuated were 
those where nursing care involved major surgical cases, eye in] |U J » 
or acute medical illnesses. These patients can be nc y sa 
care for, but because they place heavy demands on e n ” rs . . .. 
and energy, there seems to be a sharp desire to recover psychologically 
after they leave. One nurse said that she thought it was t e priv 
nurses who felt this most strongly, although she e t t at a , 

shared it somewhat. The private duty nurses, of course, very q 
get the more acute cases. 

You get so you arc completely identified with your patient and y 

to go on to the next one. You hear the private duty girls tMjM* 

down in the locker room. You just keep putting o ge • S ' acain 

register until you run out of cash and then you ave o 

and at the end of the next case, it is the same story al o g • 
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Consequently, when a patient is due to be discharged, the instinct 
o£ the nurse apparently is to keep it quiet. She doesnt want another 
patient in that bed, not right away anyway. , , 

This problem is especially trying when floors are already o\e - 
crowded or understaffed. A floor may come to feel it is being dis- 
criminated against and getting all the patients who are hard to deal 
with. This is most likely to occur when overflow surgical cases arc 
sent to medical floors for svant o£ other space. A surgical nurse cannot 
complain of receiving a surgical patient, but a medical nurse thinks 
she is being punished when she receives one. If he turns out to e 
a disagreeable person, she is sure of it. One admissions clerk sai 
sharply, 


Will you please find out what’s the matter with those darned nurses? 
Did you hear what they did last night again? Miss Dean sent a 
over to Ward M in a wheelchair with a Gray Lady as escort, an . ° 
you know, they sent her right back to us! Said she didn’t have the sin 
o£ disease they were set up for and that we should send her to Ward • 
Now we had already checked with Ward P and they were complct y 
filled up. Finally we got the administrator on the phone and he to 
us to ship the patient straight back to Ward M and to tell them that i 
they had any objections, to sec him about them first thing in the morn- 
ing. Those nurses on Ward M are always putting up arguments, i e X 
invariably ask what the patient’s diagnosis is. Now what difference 
docs that make? Miss Dean tells them, never mind about the diagnosis, 
she will send the patient’s chart over with him, and then they get ma 


On another occasion, the admissions office was all sympathy for c 
beleaguered nurses. An irate patient had been making trouble or 
everybody and the admissions clerk remarked: 

It is easy enough for us to criticize. We only have to put up "kh 
obstreperous patients for a few minutes, and can always work it oo 
of our systems by griping to each other after the patient leaves t 
room. The poor nurses, they have to live with the patient, day > > 
day out. 


An admissions employee may be annoyed when a nurse inquit 
what a patient’s full name is, his diagnosis, his doctor. It may cor T j 
at an inopportune time for the clerk, but such things can be of crua ^ 
importance to the nurse who has to plan for his care. When a 
of conflicts occurs between this office and one of the nursing 00 
it may be well to study the habitual contacts between the tsvo scts 
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employees to discover how such a distrustful feeling came to grow. 
It may be found that nurses and admissions people have virtually no 
contacts at all except in times of conflict. Here, as elsewhere m the 
hospital, it is sometimes necessary to set up channels of communica- 
tion in order to encourage an orderly exchange of points of view. 

Some hospitals employ nurses in the admissions office because they 
have found that this facilitates relationships. Others arrange to h 
Ac admissions employees visit Ae floors routinely, finding out direttly 
which beds are empty and asking the nurses face to ace w ic 
are soon to be emptied. When admissions personnel can stop upon 
occasion to chat with the nurses, they sometimes o tain a ee 
the floor, learn how much stress and strain it is currendy cxpcrienc g 
and how much more it can take. This takes an acquain 
persons as well as a knowledge of room space. 

Relationships within the Office w 

In the old days the typical hospital had an Admissions Nurs 
She did all of the work connected with incoming patients 
time of registration until he was tucked between s eets. n ’ 

she frequently handled credit matters, made out essen * 
forms, and kept track of medical statistics. She too ' care ° 
ing patients regardless of whether they came in t e ont 00 
or the back door on a stretcher. In fact, a goo it o ier 
spent beating a path between the front and back oors, an ‘ 

tors between her desk and the nursing floors. In er spare 1 
helped the business office with occasional chores, or ac e nrses 
tionist to visitors. Occasionally some of the work was one y 
on the floors who took the patient’s history an en ro “ ® rqr Kon 
downstairs, where the admissions clerk rewrote it wi sui 

In the smaller hospital, this job description may Generally 
larger and busier ones, however, a division 0 a placement 

occurred. One employee may act as receptionist, ano er a P . j. 
secretary, a third as historian. There may be a g^ nera P ns ;y e 
on the first floor which handles all incoming traffic and I k response e 
to the business office, while other floors have their own reaptiomst 
who is responsible to the head nurse. Credit 

entirely through the business office while medical statistics are attended 

to in the medical records room. . f i_l__ 

When institutions grow and change rapidly, such a division of 
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Consequently, when a patient is due to be discharged, the instinct 
of the nurse apparently is to keep it quiet. She doesn’t want another 
patient in that bed, not right away anyway. 

This problem is especially trying when floors are already over- 
crowded or understaffed. A floor may come to feel it is being dis- 
criminated against and getting all the patients who are hard to deal 
with. This is most likely to occur when overflow surgical cases are 
sent to medical floors for want of other space. A surgical nurse cannot 
complain of receiving a surgical patient, but a medical nurse thinks 
she is being punished when she receives one. If he turns out to be 
a disagreeable person, she is sure of it. One admissions clerk said 
sharply. 

Will you please find out what’s the matter with those darned nurses? 
Did you hear what they did last night again? Miss Dean sent a patient 
over to Ward M in a wheelchair with a Gray Lady as escort, and do 
you know, they sent her right back to us! Said she didn’t have the kind 
of disease they were set up for and that we should send her to Ward P. 
Now we had already checked with Ward P and they were completely 
filled up. Finally we got the administrator on the phone and he told 
us to ship the patient straight back to Ward M and to tell them that if 
they had any objections, to sec him about them first thing in the morn- 
ing. Those nurses on Ward M are always putting up arguments. They 
invariably ask what the patient’s diagnosis is. Now what difference 
docs that make? Miss Dean tells them, never mind about the diagnosis, 
s c will send the patient’s chart over with him, and then they get mad. 

On another occasion, the admissions office was all sympathy for the 
beleaguered nurses. An irate patient had been making trouble for 
everybody and the admissions clerk remarked: 

It is easy enough for us to criticize. Wc only have to put up with 
o streperous patients for a few minutes, and can always work it out 
° ° Ur Ji£ stems by griping to each other after the patient leaves the 
room. The poor nurses, they have to live with the patient, day in, 
day out. 

An admissions employee may be annoyed when a nurse inquires 
what a patient s full name is, his diagnosis, his doctor. It may come 
at an inopportune time for the clerk, but such things can be of crucial 
importance to the nurse who has to plan for his care. When a series 
of conflicts occurs between this office and one of the nursing floors, 
it may be well to study the habitual contacts between the two sets of 
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employees to discover how such a distrustful feeling came to g rou * 
It may be found that nurses and admissions people have virtually no 
contacts at all except in times of conflict. Here, as elsewhere in the 
hospital, it is sometimes necessary to set up channels of communica- 
tion in order to encourage an orderly exchange of points of view. 

Some hospitals employ nurses in the admissions office because they 
have found that this facilitates relationships. Others arrange to have 
the admissions employees visit the floors routinely, n ing °u * r 
which beds are empty and asking the nurses face to face which ones 
are soon to be emptied. When admissions personnel can stop upon 
occasion to chat with the nurses, they sometimes obtain a feel tor 
the floor, learn how much stress and strain it is currently experiencing 
and how much more it can take. This takes an acquaintance wi 
persons as well as a knowledge of room space. 

Relationships within the Office w 

In the old days the typical hospital had an “Admissions Nurse 
She did all of the work connected with incoming pauents from 
time of registration until he was tucked between sheets, n > 

she frequently handled credit matters, made out essen ia 
forms, and kept track of medical statistics. She too care o a 
ing patients regardless of whether they came in the ront °° r ° 
or the back door on a stretcher. In fact, a good it o cr 
spent beating a path between the front and back doors, an o 
tors between her desk and the nursing floors. In her spare 1 
helped the business office with occasional chores, or acte as 
tionist to visitors. Occasionally some of the wor * was one y 
on the floors who took the patient’s history an en rou e 
downstairs, where the admissions clerk rewrote it wit sui a 

“in die smaller hospital, this job description may Md. In the 
larger and busier ones, however, a division o a r g ' 
occurred. One employee may act as receptionist, another as placemem 
secretary, a third as historian. There may be a genera r p 
on the first floor which handles all incoming traffic and is r “P° 
to the business office, while other floors have their own rcceptmn st 
Who is responsible to the head nurse. Credit matters may be routed 
entirely through the business office while medical stat.su cs are attended 
to in the medical records room. f 1-,hnr 

When institutions grow and change rapidly, such a divisio 
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often occurs more or less spontaneously, with nobody actually sitting 
down to think the thing through from a logical basis. While efficiency 
may be increased, patient care may suffer. For example, it is generally 
held that the fewer persons a new patient must meet, the easier it will 
be for him to adjust. Certainly the old feeling of intimate, individual 
care is lost when no one employee is with a patient long enough to gain 
his full confidence. 

In view of the increased work flow, a return to older, simpler forms 
is probably impossible, even if it were seen as desirable. Actually 
present circumstances have much to recommend them too. For ex- 
ample, the newer forms for duplicating patient histories as they are 
being written means greater efficiency and hence less tension, in all 
departments where copies of these histories are used. This includes 
not only the nursing floor but the business offices, medical records 
room, and laboratories. 

Present difficulties are not impossible to overcome. For example, one 
problem is that each little duster of workers may become convinced 
that its work is most basic and that it is being hampered by lack of 
cooperation on the part of others. For example, the people working 
within the admissions office may complain that they no sooner get a 
patient soothed and put into a good frame of mind than their work 
is undone by inept escorts who take him to his floor. Escorts will 
rejoin that by the time they get the patient he is already weary and 
querulous from undue delays in the admissions office. It is necessary 
occasionally to refresh the perspective of everyone by providing oppor- 
tunity for each to comprehend, and if possible to experience, some- 
thing of the function of the rest, if the patients are to receive uniformly 
excellent care. 

Another influence on relationships, and a very important one too, 
is that of work space. Osercrowdcd conditions are vexing enough 
anywhere but the need for tranquillity in this place where patients 
receive their first impressions of the hospital is obvious. One admis- 
sions staff was experiencing acute distress: 

I can’t make them understand what the problem is. Look, my office is 
right next to the credit office. When I interview people they can hear 
the people next door trying to dun somebody out of their money. They 
will say, "Well, can you pay three dollars a week? Can you pay two 
dollars?” My patients arc apprehensive enough already and when they 
overhear all that financial detail, it frightens them. You can see for 
yourself how small this office is. While somebody is trying to take a 
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history, I’m trying to talk on the phono and the doctors come in and 
out-it is enough » drive you mad. How can we make the patterns 
feel relaxed and at ease in such a situation? 

Obviously all hospitals have many demands upon their space these 
days and the needs of the admissions office must e const ere 111 
light of total circumstances. It is probably safe to state, dwcyct* 
the quieter and more cheerful this office is kept, t e et er 
relations will be throughout the hospital. It is a key post. 

Conclusions . . 

It may be seen, from all that has been written above, that a 
work can offer a rich personal experience to hospita ^ m P , 
has both paper work and human relations functions It has dram 
and intensity. What is more important, it is so °h vl0 “ s V im fj° an 
the human beings who come there for service at t e emp 
feel his life counts for something when his work is we '. cns j ons 
other hand, this work can be exasperating too, an w _ ^ 

mount the employee may well envy someone w o wor 
nook in the hospital basement with nothing but test u , | ems 
about. The ragged tempo of the work is one o its or not 

It is difficult to space the work, patients seem to come in d 
at all, and hospital authorities always seem to look m the door ^ 
the wrong time, either when everything is dea y ^ U1C , , 

ployees am caught relaxing between rushes, or else when the place 

‘ ! This d work calls for exceptionally well-adjusted 
hostesses everywhere, they are expected to be gracrous 
as well as intelligent. Ideally the admissions person should l know 
community as well as the hospital. She should have a m® jj ^ 
°£ all o£ the hospital's rooms in order to fit the 7” 

intelligently. She should know at least the supervisory P ^ bc 
each floor, as well as the doctors and their pre eren * Qccdurcs> 
adept in human relations as well as efficient in usi P wc jj 
O bviously nobody can meet all of these requireme i most jm- 
The problem of the administrator is to decide w ^ j help- 
portant criteria are and then to select his person proportions 

ing them to grow in other respects until they achieved his 

which their work requires. Meanwhile, they wi 
constant support, his sense of humor, and his goo 
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AN ACQUAINTANCESHIP with hospitals soon discloses the wide 
variety of circumstances which exist among nursing departments. The 
obstetric nurse and the orthopedic nurse do very different things, for 
example, and when they talk about their work they express different 
kinds of satisfaction. The physical and psychological needs of their 
patients are markedly dissimilar. Similarly supervisory techniques and 
work organization in use on one floor sometimes were found un- 
suited to another. We shall therefore not attempt to discuss “nursing” 
or “nursing floors” as if all were alike, but shall examine several types 
of nursing service and present some of the contrasts among them. 

The obstetric department has been singled out for fullest treatment 
for several reasons. This department is especially important in shap- 
ing hospital-community relations, for in America today virtually all 
classes of people come to the hospital for childbirth. In addition, the 
obstetric department reflects many features which are pertinent to all 
hospital floors but which are seen most clearly here. There are several 
subdivisions to obstetric work, and the contrasts among them help to 
highlight the variety of situations to be found in nursing. We shall 
therefore discuss and contrast the work of the nursing staff in the 
prenatal or labor rooms, the delivery rooms, postnatal or maternal 
care, and the nurseries. 

In all six of the hospitals studied, the obstetric department was 
found to have the highest morale. Its relative cheerfulness was quite 
apparent to the employees, and the nurses had a ready explanation 
218 
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for it. Elsewhere in the hospital, they reasoned, the ultimate goal of 
the work was primarily a negative one, the combating of destructive 
forces. On this floor it was positive and creative. The outcome of * 
work was almost always successful, thanks to the magmficent strides 
in medical and nursing sciences, yet the possibility o trage y was 
present so that each worker could feel that his or her co * 11 * 1 u * 011 \ , 
a vital one. One supervisor modestly gave entire credit or t e g 
morale of her department to the basic situation: 

I think it has a lot to do with the patients. They arc }° U 0 S . an ^ ^ 
eagerly looking forward to life. It is a happy floor to wor ' o 
reason. The quick turnover of patients is easy on e nerves • 
have fewer doctors to deal with than on other floors, and we seem to 
get along unusually well with them. Another mg * s x c ’ 

you can’? help but feel differently about them on this floor. What you 
have to say to them really goes across because they are eager 

When the various subsections of the department 
however, it could be seen that relative job satisfaction van 
erably among them. 

The Labor Rooms 

Our observations were made in hospitals where °k st ^ m “ ' V °*. 
just one of the many types of service being ren ere * 1 ' , employ 

sidered a postgraduate specialty, although one ospi a « nat- 

some nurses with specialized training. We observ no • Jq 

tiral childbirth," neither did we see any examp es ° ® nin-of-the- 

system.” In other words, our observations were pro a Y 
mill and representative of the normal situation m mos p 

In these hospitals, for the mother labor was ^^^“oom, 
waiting. In some cases each woman in labor ha . . . 

a cubicle virtually unadorned with only a bed an ai > 

» crucifix or single picture on .he walk In as 

three or four beds, but even here the patients some 

isolated individuals, each lost in her own imme late nc nreD ara- 
patients this was their first hospital experience. O ers a ^ave 

bon in prenatal clinics or classes and these women s 
an easier time in labor, according to their nurses. 

Or. Woodruff is wonderful. He talks to his patients a ^ certain 

they know what to expect. He tdls them that there 
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amount of pain and explains why it is so and how it can be minimized. 
They come very well prepared psychologically and you’d be surprised 
the difference it makes. They have easy deliveries and make us very 
little trouble. Now, some of the other doctors don’t give their mothers 
any preparation at all and their patients scream and carry on. Some- 
times it takes a whole crew of us to hold one patient down. All they 
want to do is climb up the walls and it is all fear. 

Although an occasional nurse would say that the psychological 
preparation didn’t make this much difference, most nurses agreed. 
Women facing their first childbirth experienced more difficulty than 
others, and this appeared to be due not only to the greater physical 
problem but to lack of knowledge and psychological preparation. In 
one case a new mother apologized to us for having screamed in labor 
and explained that it had been more fright than pain. Her “bag of 
waters” broke, she said, and she thought she faced permanent in- 
validism as a result. It wasn’t until the next day that she discovered 
this was a normal occurrence, and it was the other mothers on the 
ward who told her this, not the nurses. It may be seen that where 
there is a wide variation among patients, with respect to their knowl- 
edge and expectations, the nurses would be at a disadvantage. They 
wouldn’t know what the individual needs of each mother were unless 
there was time for extensive conversation, and time is often in short 
supply. 

A variety of attitudes was found among the nurses toward their 
patients in labor. A few nurses found this type of work very satisfy- 
ing. They seemed to find a good deal to do for the patient to put her 
at ease and to give her encouragement. Other nurses assured us 
solemnly that there was nothing they could do except to administer 
medications. Evidently the psychological aspects of patient care had 
not been stressed in their training. One graduate said to us in all 
seriousness: 

There just isn’t a thing you can do for them. In the surgical ward you 
can at least give them psychological care. You could talk to them and 
that seemed to give them courage and you felt that you were helping 
them somehow, but up here you can’t do a thing. 

We observed this nurse providing conscientious physical care to her 
mothers but noted that she had almost nothing to say to them. It is 
not surprising that she disliked this type of work. 
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Another nurse on this same floor was quietly going about her work 
in a way which demonstrated that something could be one to ease 
the strain of labor. For example, one patient summoned her and said 
anxiously that her labor pains were coming every four minutes an 
she found that she couldn’t cry out. Although her husban was sit ng 
beside her, she was afraid that she couldnt summon e P w en 
time came for her to go to the delivery room. The nurse t r e to 
in soothing tones, saying that the baby couldn t be expecte or some 
time. She gave the patient her watch and suggested she time er P a1 ^ 
more precisely and note that they were coming more equen y 
time passed. She then assigned a student to sit by the patient to giv 
the husband an interlude of rest. The patient relaxed an ater ' 
seen resting quietly and smiling. , . . 

Another frightened patient told this nurse that s e sti e 
despite the drug that she had received. The nurse exp aine t a 
drug wasn’t given to stop the pain but to dilate the ir P assa £ » 
that pains were an important part of a normal delivery, ns m 
also visibly relaxed. The nurse, upon leaving the room, told us th 
almost all mothers would "try to help you” if you exp aine o 
what was to be expected, and that they seemed relieve 
realized the nurse knew what she was doing. 

To this nurse, labor work was fascinating. Many ot ers 
distaste for it and one wondered whether it was because ey 
perceive the possibilities it offered. , 

In one hospital the students were being assigns to e , 
to sit with semiconscious patients. This particular ospita 
sedation and the students were bored and anxious too. at 

little opportunity for them to observe a more competen pe . 
work, for usually there was only one person assigne reo w 

room at any time. Our interviews with these students \ 
with this sort of comment: 

The thing is, there isn’t anybody to turn to. Tire ^‘^j^^eople 
nearly so scarey because you at least know tha ^ of Here 

are around and you know what to do, whats pcc 
all you can do is sit and stare. 

One of their worries was that a mother would d^i' e * ^ nsidered 
succeeded in getting her into the delivery room. £ at shc wasn’t 
a blot on the nurse’s record, the implication being 
attending to her duty. 
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In hospitals where closer supervision was given to students, there 
was much less anxiety being expressed. The permanent floor s a 
testified that everybody benefited from the presence of a clinical 
instructor bcause the students were so much more calm, having some- 
one to turn to with their questions. Even in these cases, however, it 
was unusual for a student to express preference for this work. 

This is a rather lonely kind of duty, as well as a predominantly dull 
one, for most nurses. Not even the doctors come around very o ten. 
Unless there is reason to expect a difficult delivery, the doctor for the 
most part will keep in touch with the labor room by telephone, n 
this respect it contrasts sharply with the delivery room where nurses 
and doctors work in close cooperation. A few nurses complatne , 
saying "The doctors push everything off on us,” or “We do every- 
thing but deliver the baby for them and sometimes that too, an t ey 
get the money.” Others looked for the good aspects. 

Nurses have more opportunity to use judgment here than on most 
floors, maybe that is why the nurses and doctors get along so well. ey 
are very dependent on us, particularly in the labor room. The doc or 
hasn’t got time to spend at the patient’s side so he has to take our 
word for things. 

One visitor who was generally made welcome to this section of the 
obstetric department was the expectant father. The nurses reportc 
that it soothed the patient to have her husband by her side. The men 
seemed shy in the presence of birth, and would sit quietly and ho < 
the patient’s hand and have little to say to anyone else. On the ot er 
hand, the mother of the patient was often regarded as a very trying 
visitor. One nurse said vehemently: 

I often wish I could just draw a tight rope across that elevator door 
and not let any mothers pass at all. 

The mothers it seemed, were inclined to be outraged to see th« r 
daughters suffering pain and demanded that the nurses “do somet mg 
about it.” , 

Absent relatives and friends of the patient still influence 
behavior in the labor room insofar as they had helped shape cr 
expectations and attitudes. Psychological studies of reactions to P a '^ 
seem to prove that there is no discernible difference in the thres o 
of pain according to cultural groups . 1 However, nurses observe i 

i James D. Hardy. Harold G. Wolff, and Helen Goodell. Pain Sensation! and fr- 
actions. Baltimore: William* and Wilkin* Company, 1952. 
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ferently and sociological studies would appear to indicate that^the 
response to pain does differ, if the actual experience does not. In 
other words, while two persons may feel the same hurt, one e leves 
that the appropriate things to do is to yell, while the other may believe 
with equal firmness that it is proper not to yell. The i erence in 
attitude can make itself felt in the labor room. One nurse spoke ot her 
embarrassment when her own sister-in-law, a Norwegian gir , gave 
birth precipitately. She hadn’t wanted to “bother” the nurses and doctors 
by complaining when her pains became worse. In another case a young 
Italian girl explained why she had screamed so incessan y e ay 
before when she was in labor. She said it was good for the baby when 
the mother screamed, it made delivery easier. Cultural differences are 
becoming less extreme, the older nurses assured us, but it sti remains 
part of the nurses* task, particularly in city hospitals where t ere are 
many kinds of patients, to understand the attitudes of various groups 
toward pain and to determine what the scream, or the stern y ittcn 
lip, might signify. . , 

The vast majority of patients whom we observed in e a or roo 
seemed to follow a routine and predictable course, however is 
ing it might sometimes have been for the mothers. In the ew instaJ ^“ 
where a woman was seriously ill or threatened with an a nor 
delivery, the interest and the attention of the entire staff was corn 
manded by the very rarity of the event. To our observation suen 
patients received devoted care. 


Summary of Labor Room Observations 
Work in this part of the obstetric department calls for COI ] s * lc ^^ r J ^ 
knowledge and skill on the part o£ the nurse. We saw exceUen 
given but were not always convinced that the psycho ogica P 
were fully appreciated by all of the nurses as an important p 
their task. „ , , » 

The patient in labor was a woman in pain. Her nee s ca c ° r 
pity and fear, particularly on the part of students. T is was “I* 
the case when the patient was having her first child and was 
in greatest need of reassurance. . , ?_ 

Since much of the work was routine, it was often assign 
dividuals with limited training. This included student nurs , 
newest graduate on the floor, and even upon occasion nurses ai 

* Mark Zborowski, •'Cultural Components in Response to Pain.** The Journal of Soa 

"«*/, Vol. vm. No. 4. 1952. 
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was lonely work, with limited opportunity for interaction between the 
nurse and other nursing staff personnel, except when a clinical in- 
structor was present to supervise the students. Where the nurse 
worked in isolation, there was little she could do to allay her own 
anxiety or to relieve her boredom. 

When competent supervision was available, morale among the nurses 
in this section of the obstetric floor was higher than otherwise, but in 
general we found little enthusiasm for this type of work. 


Delivery Room 

Ordinarily a job under rigid hierarchical control which involved 
hard, sometimes very dirty work and considerable psychological strain 
would be regarded by the average American as undesirable. Yet in the 
operating and delivery rooms, jobs which certainly fit this description 
have exceptionally high status. More people spoke of enthusiasm 
about delivery room duty than any other aspect of nursing care. The 
work is clearly meaningful, but this cannot be the sole explanation 
for the high esteem in which it is held. Labor room work is also mean- 
ingful and just as important to the patient. A comparison of these two 
parts of the obstetrics department should throw light on hospital 
occupations and human motivation. 

In the delivery room there are many symbols to induce a feeling or 
importance— the presence of intensively trained professional personnel, 
a glittering array of expensive and sometimes intricate instruments, a 
spotless room and immaculate furnishings, an atmosphere of hushed ex- 
pectancy, and ritualized activities which are learned with difficulty but 
which confer a glow of satisfaction as precision and competence in- 
crease. Here a group of people cooperate closely in a highly specialized 
activity. Their coordination is hard-won but its rewards are great. 
The outcome of their labors is usually successful and the pride in the 
new baby, and the mother well started on her way to caring for it, 
is shared by everyone involved. The satisfaction felt by each individua 
in the work team is shared and hence supported by that of all other 
members of the group. The birth of the baby, it might be said, is the 
payoff. All the hard work seems recompensed. . 

It was not unusual to find hospital employees taking pride in their 
association with the doctors. Delivery room nurses were among those 
who mentioned this as a source of satisfaction. 

You get to know the doctors much better here than you do down- 
stairs. Down there you go in and scrub for a doctor and as soon a* 
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the operation is over, you wash your hands and go and scrub for an- 
other one. You never get to know any of them very well, whereas in 
the maternity svork you're almost forced to become well acquainted 
from the nature of the work ... 

Another thing on this floor, the internes and residents are always 
hanging around waiting for deliveries, so they are really a part o t le 
floor, you might say. We have a lot of nice fellows right now and we 
have a good time. Of course the tempo is ragged here, you ave 
ups and downs. You can be terribly busy one day ymg 1 

crazy, but the next day it’s quiet and you can rest up a little, ihere 
always time for socializing in between rushes. 

All the nurses seemed to agree that "these men are easy to get along 
with, not like those downstairs.” One obstetrician said: 

There is a special type which goes into obstetrics. In fact I can 
pick them out from an incoming class of internes, t is vsn 
big, good-natured genial kind of person who goes into o stetnes 
it is fundamentally happy work. You don’t have the great ecisi 
make between life and death; for the most part your peop e 8 
all right. The incidence of the death of mother or baby is extremely 
low. 

He said that he had himself been undecided on a specialty un *' ' 
interneship, but had a happy time on the °° r * s„ c 

everyone was congenial, and he just stayed on. oc ° r j ? 

the pleasant combination of surgical and medical s i s ca ^ 

Skill and patience are tested in the delivery r ° ona an n _ nat ; cn ts 
lack them are weeded out. The demands in tactfully handling pawn 
and in getting along with the nursing staff tend to lSC ° u ^ ? . « 

weak in social skills. Waiting around for deliveries is a . 

To specialize in obstetrics, then, a man must pass roug 
of situations successfully. . , , • . vnr t- 

In the smaller towns and hospitals, a good bit o e ° s variety of 
is done by general practitioners. This means that a roa c , „ catcr 
mm are involved and their range of skills also tends o be 
<han in the city institution, where a closed staff ma • ,1,3, 

maintain rigid standards. The nurses were strong in c , : scc ] 

« was easier on them to svork in a teaching hospi«I with a closed 
staff. The presence of internes and residents relieve lending 

responsibility, for example in determining when to ca ... . ,}, c 

physician or to take the mother to the delivery' room. In addmon, 
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resident was in a position to suggest consultation if the attending 
doctor seemed to be having difficulty. Nurses and internes alike testified 
that the “hardest thing in the world” is to have to stand by and watch 
a clumsy delivery. One nurse who had worked in small, open-statt 
hospitals said: 

There’s the biggest difference in the world among doctors. When a 
bad one comes in, you Just have to stand by and grit your teeth to keep 
from saying anything. You’re just praying that nothing complicated 
comes up. Of course if the department head is around, she can suggest 
a consultation, but otherwise all you can do is to keep your fingers 
crossed and pray. 

In this hospital emotional tensions ran high because the competence 
of one or two doctors was questioned: 

We always breathe a sigh of relief when we see a competent man come 
into the delivery room, especially when it is a difficult case. Some ° 
these fellows just haven’t had enough experience and don’t take c » 
birth seriously. It would break your heart to see some of the mothers 
being torn. Even the ones with lesser tears may spend years of misery 
because a careless doctor doesn’t sew them up right. Now that case you 
saw yesterday was different. I was able to tell that mother with a “ r 
conscience that her doctor was one of the best in the country and t at 
if anybody could have saved that child, he would have done so. 
makes you feel awfully good to be able to tell them that. You wou n 
be able to say it for all of them. The same thing could be said 1 wit 
regard to the nursery. It relieves the nurse to know that a good octor 
is in charge, especially if the infant is delicate. 

This discussion touches on a most sensitive area. Grave problems 
arc encountered when one occupational group sits in judgment on 
member of another. Gross injustice may be done. Although nurses arc 
strictly trained not to show preference among physicians, no one can 
enjoin them from forming opinions. The patient’s attitude towar 
his hospital experience is very greatly influenced by his relations, ip 
with his doctor, and if the doctor fails his patient, he lets the nursing 
staff down as well. When a nurse thinks she sees professional incom 
petcncc, she may have a hard time hiding her feelings. The doctor ^ 
permitted to reprimand a nurse for what he regards as an c ^ r0 L.® 
may report her to her superiors and thus unburden his mm . 
nurse usually has no recourse except to explode in private to ot c 
nurses. This is likely to have the harmful effect of developing anu 
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hardening group attitudes toward various doctors. In one hospital, 
for example, the nurses told us: 

All the nurses here know who the good men are and who the poor 
ones are. 

They were putting their heads together and pooling their resentment, 
and their attitude showed in their cold faces and short answers, t s no 
wonder that medical students tell one another it doesn t pay to ge 
on the wrong side of the nurses. , 

Such judgmental attitudes seemed to us more likely to occur w «e 
extremes of competence existed side by side and could be o serve y 
the nurses. Failure of the medical stuff to discipline its own members 
also seemed to encourage this development. . 

We have discussed this problem at length in order to emp asi * 
the interrelatedness of hospital groups and activities. When e me 
staff is well organized and effective in its controls, t e repu a o 
wins for itself has very direct influence on the behavior and * n ° r . 
the nursing floors. In the same way, efforts of trustees an osp 
administrators to bring about improved medical pracuces . . 

indirect bearing on human relationships all through e °sp> 1 • 
department such as obstetrics, where cooperation among g ro P 
especially close, will inevitably mirror not only its own interna p 
of human relations but over-all hospital policy and organization 
Another problem which runs throughout the hospita u 
seen most visibly in the obstetric department is that o et ica , 

Contrary to what one might expect, we did not fin pro em 
such relatively simple matters as abortion or other injury o 
tissues. Hospitals have firmly established policies a out sue 
and, furthermore, the average doctor and nurse have a 
nance to unnecessary tissue damage. The troublesome pro 
where policies were not clear or where moral issues were m 
For example, relationships in one hospital were comp tea e 
some doctors felt that Caesarian section was not moraUy j 
except where normal childbirth was impossible, w 1 e ° e c rm ly 
the mother had the right to choice. In a hospital that a a but 

enforced policy in regard to tubal ligations, no pro ’ jj y 

where there were differences of opinion and no estatohed policy, 
tension was found. The fact that there arc sharp d, /* crcnc , £ bstct . 
m the community at large about many of the pro c / n f 1 , hospital, 
ncal department makes their resolution more difficult in the hospft 
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After saying that delivery work is generally satisfying, we seem to 
have given examples only of the hardships. To correct this impression, 
it might be well to describe a Caesarian delivery where everything 
went normally. 

This operation was scheduled for 10:30 but didn’t get under way until 
11:00, while everyone waited for the senior anesthetist, who was busy 
in the main operating room. By the time it began, there were t ree 
doctors in the room: the surgeon, an assistant surgeon, and the anes- 
thetist. In addition there were a variety of nurses. One graduate was 
scrubbing [working with the doctor within the surgical area] and a 
a student nurse helping her. Another graduate was circulating [keeping 
track of supplies, lights, etc.]. A third graduate supervised the care o 
the baby after the birth. There were three students who were observing, 
one of them for the first time. The other two kept whispering to er, 
“How do you feel?” and she kept replying with growing irritation, 
feel all right, for heaven’s sake.” , 

The anesthetist gave the patient a spinal injection. To do this t e 
nurses had to curl her up like a baby caterpillar, to permit entrance o 
the needles. The surgeon asked to see the CBC [record of the oo 
count] and asked that the blood pressure be taken again. It was down 
to 50 and the operation could not proceed. A blood transfusion was 
given which sent her blood pressure back up to 128 and it was dcci e 
to go ahead. The surgeon was the one who decided. 

The patient, a very tiny redhead, was restless and from time to time 
would call out, “Dan, Dan.” Between periods of unconsciousness s c 
would talk to her anesthetist, asking was the baby born yet. The ot er 
doctors did not speak to her but once she heard them talking to eac 
other and asked what they were saying. The anesthetist said, ki * n f>» 
“Oh, that’s just Dr. Whelan, don’t pay any attention to him, he jus 
likes to talk.” The surgeon laughed, commented, “That s right, ui 
up my reputation for me.” . » 

The room temperature was 82° at the start of the operation an 
shortly went up to 86°. The surgeon told a student to stick c ose y 
him with a damp towel for his head. He was already perspiring* 1 ^ 
of course this endangered the surgical area. This student got a 1 ^ 
of sterile water and poured some out on a towel. Immediately a 8 ra 
uate stepped over to her, whispered, “You’ve unsterilized it by touc 
the cap that way. Go next door and get another bottle. Wit tout ^ 
word the student went next door taking the contaminated botte w> 
her and returning with a fresh one. She did not make that nusta 

Meanwhile the surgeon was working. His assistant held back muse 
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tissue with retractors and occasionally held up a piece to make it easier 
for the surgeon to slip the knife under it. Some of the tissues seemed 
to be paper-thin, yet the knife never seemed to cut deeper than it 
should. In this meticulous fashion, layer after layer of muscle and tissue 
were opened. The assistant helped to tie off bleeders as oo vesse s 
were severed, but it was a remarkably bloodless operation. 

During the early stages, only the two doctors spoke and usually to 
each other. When the surgeon addressed the nurse he would say, 
“Scissors please,” “Knife please” His voice was low and pleasant but 
there was tension in the air. At one point, the baby was kic 'mg an e 
mother’s stomach was pushed out at a funny angle. The octor mo- 
tioned to it with his knife, and the nurses laughed. 

As the climax approached, a student whispered to me t at wou 
see water gush up and that everything would start happening \cvy as . 
This is just what happened. The doctor asked a student to have the 
suction machine ready and she pulled it into place. As t e ast cut • wa 
made, embryonic fluid spurted into the air, and with it a a y s an 
stuck out. It was a little bit of a fist and it waved around bringing 
squeals of delight from the student nurses, and even the doctors smU 
and joined in the general excitement. The suction machine quickly 
reduced the water, the doctor reached in and, turning the a y aro » 
pulled it out head first. He had to tug to get its hips loose from tne 
small opening. As it came out, the doctor laughed an sai ’ 

“I lose my bet, it’s a girl.” At that point the tension relaxed compktely, 
everyone laughed, the nurses exclaimed with delight over 
tifuUy formed infant. From then on, their attention was centered arouna 
the baby. The doctor squeezed the last bit of nourishment for it out 
of the mother’s cord, cut the cord and handed the ch to g 
uate nurse. She carried it at once to the incubator, where, surr ° . 
by students, the nurse used another suction machine to cear 
throat. Already the body of this infant was nice and pin ,n / :0 . 

it was crying and squirming around and sucking its st. n s o 
it was being pushed proudly down the hall toward t e J 1 ^ e O r * 

After this crowd of students, nurses, and baby had left, theatrno^ 
phere seemed to lighten and people began to talk to eac 
^se. The doctor’s conversation included the graduate nurses bad* 
not include the one student nurse left in the room, w o ' va * . 
with the scrubbing. The surgeon remarked that the nee e e f 

was poor. The woman had had Caesarians before and tl * crc ^ 

tissue to go through. The doctors commented on t c wor . 

surgeon. The present one worked swiftly, carefully su tag the 
woman back together again. He had about seven or e.ght -ay 
The final layer was of skin and this was fastened w.th a row of clamps 
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Then the doctor and anesthetist again discussed procedure. The 
surgeon told the anesthetist what to write down on the patients chart. 
He asked, “Did you give her anything to eat?” The anesthetist said 
no, that he had ordered saline solution but hadn’t administered it yet 
but perhaps she should have it now. The surgeon agreed. The anes 
thetist then asked, “Demoral?” [a sedative] and the surgeon said, 
“Yeah, let’s give her one shot and write down diet as tolerate . 
guess that covers it, doesn’t it?” As he talked, he was stripping o 15 
gloves and a nurse helped him out of his gown. He was carefu y 
backed away from the surgical area. Then he looked around at t e 
group, smiled and said, “Well that’s all, folks, thank you very muc . 
The doctors left, talking to one another. The anesthetist and the nurses 
helped one another to prepare the patient for her return to her room, 
and the student began cleaning up the mess. 

Summary of Delivery Room Observations 
Though the patient in the delivery room may be only semicon- 
scious, her needs dictate all the activities which occur. However, t e 
course of delivery is usually more predictable than that of a surgica 
operation, and the work of the team proceeds most of the time m a 
highly scheduled way with only very passive direction from the 
patient. The fact that the situation is so highly organized means that 
each member of the team knows what is expected of him and success- 
ful coordination results in both a high level of efficiency and consider- 
able satisfaction to all concerned, especially since the result, the healt y 
mother and baby, are a cause for universal pride. The work is laborious 
and often messy, but is surrounded by symbols of importance an 
dignity and has high status. 

Ethical values are prominent in this department but usually do not 
cause complication because hospital policy in regard to most issues is 
clear and well accepted. The tensions which do arise come over ethica 
problems in which there is no clear consensus. Gross incompetence, 
also fortunately rare, causes mental anguish when it occurs. Ordinari y 
there is a closeness and warmth in the relationship between doctors 
and nurses which both groups appear to relish. The extremes between 
periods of stress and periods of waiting appear to cement relations >P • 
The first provides an opportunity to exhibit technical proficiency an ^ 
the latter social adaptability. Delivery room work is a recognize 
specialty for both doctors and nurses and thus is accorded high stat 
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Post-Pa rtum Care 

Moving from the drama and excitement of the delivery room back 
to the nursing floor, we find ourselves in a very different atmosphere. 
The baby born, the mother is relieved and at peace again. Until 
recently a newly delivered mother was regarded as an ill person, er 
diet was restricted and she was kept on bed rest for a week or more. 
Today she is often permitted to eat a full meal within an our o 
delivery, and she is usually encouraged to sit up within a few hours 
and to stand within twenty-four. As a result, she is a muc more 
active and alert patient than in the past. 

The fact remains, however, that the mother has been su jecte to 
strain and physiological alterations from which she does not imme t 
ately recover upon the birth of the baby. She must be watc e c ose y 
for evidence of internal hemorrhage and her breasts checke agains 
the danger of abscess and other morbid conditions, utures an 
incisions must be watched for normal healing. In other wor s, t e 
possibility of complication is always present and the new mo er nee s 
to have nursing and medical skills available to her even w *- n 
recovery is routine. For this reason, a graduate nurse with considc ' a 
competence is usually in supervisory capacity over the post'p 
floor. Since many of the duties are routine, however, a goo it o 
work can be done by less skilled persons and one finds practical nurs , 
aides, students, and often nurses who had retired and then re r 
to hospital service, employed on these floors. # ___ 

One nurse commented, “I hated it here at first; nothing^ ut w > 
women, women.” Most of the employees enjoyed the o s 
despite the imbalance of the sexes, but admitted t at e ' V j. 
tend to become monotonous in time. One new gra uate 

The most satisfying thing from my point of view such as 

With something very serious that requires a great _ easier 

a brain tumor. Now maternity work isn’t so interesting. urc 

on y°u but you don’t get the satisfaction that >ou get r 

a desperately ill person. When they are really sick, you feel that > 
have accomplished something when they recover. 

Another young nurse, newly transferred, said with a smile: 

Listen, it is almost like a vacation to be here after the bus) ^ 
surgical floors. OE course it gets hectic at times, ” . jading 

Um « make up for it. Also, there is always a lot of joking 
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going on. I'll admit though that the work isn't as challenging. It would 
become rather dull routine after a while. The thing that makes tt mter- 
esting now is that it is such a happy floor. The mothers arc happy an 
the babies are wonderful. Pm just crazy about babies. And then relation 
with the students are good too. They are very eager to learn about tms 
type of work, and I get a big bang out of them. 


Another said: 

I love the work with orthopedics myself. You can do so much. ' Just 
moving around the room and being cheerful makes them fee tter, 
and I like that. You feel they really need you, whereas these obstetric 
cases don’t need a nurse. 

The routine quality of the care makes it possible for persons with 
less competence to adjust quickly and maternity floors are seen as 
a haven by some. One middle-aged woman told us: 

I always preferred work on the medical and surgical floors because you 
handle different kinds of cases and meet so many different km s o 
people. However, I came up here because it’s easier work to come ac 
to after being out of the hospital so long. Things don’t change here so 
much. Of course they get the mothers up sooner than they used to, u 
otherwise it is pretty routine. I’d be afraid to work on the other oor 
now, I’m too out of date. 

The sociability and lack of tension characteristic of this n “ rs ‘ n ® 
floor were frequently mentioned as a source of satisfaction. Young 
nurses and mothers could be observed on this floor clustered toget er 
with much conversation and laughter among them. In the evenings 
fathers would visit the floor and there would be many signs of ten & 
ness and much standing in front of the nursery window gazing Wlt 
admiration at the infants inside. _ . 

Since the work was routine, social factors loomed large in im P°. n 
tance. Any break in the monotony was made a great deal o , as > 
the instance of an irate husband who got the idea that his wi ^ 
newborn wasn’t his own. He telephoned her during the nig t an^ 
aroused the entire floor by his bellowing, but the next morning 
with flowers and tears he was at her door begging admission. ^ 
was buzzing for days over that. Similarly any medical problem w 
arises is cause for excitement. Student nurses these days a^e o ^ 
rare opportunity to observe obstetrical complications and t 
wanted to be assigned to one woman who was threatened wit 
vulsions. 



THE OBSTETRIC DEPARTMENT 


233 


Nurses’ aides and practical nurses, like the students, enjoyed work 
on this floor because of the relaxed atmosphere, although they too 
found it routine. When delivery room crises arose, as they did when 
too many babies arrived at the same time, the nurses wou e p 
off the post-partum floors for delivery duty an 1 e . recupera 1 
mothers would be left almost completely in the care o t e auxi 1 
Problems were rare: 

A few get annoyed because I’m not a nurse. They can t 
why I can’t give them their medicine. I just have to an 1 
straight sometimes. I tell them that after all they have de Uv ed .to* 
babies and should realize that when another woman is dehve i g. 
needs a nurse more than they do. They should understand wha that 
woman is going through and maybe another woman a o 
the nurse while they were going through labor. Usually they take the 
lecture like lambs, you know. They quiet down right away. 

No effort was made to survey systematically the attitudes 
toward nursing auxiliaries. Those who did mention t em 
didn’t really care whether nurses or auxiliaries did the rou i 
A private patient said: 

They are all very friendly and helpful, and Im sure f SC g 

quickly if anything went wrong, as far as that goes, c J ^ 

more of the other patients than you do of the nurses. %valk j ng up 
all friendly too. I meet them out in the hall w en thank-vou 

and down! There really isn’t must else to do besides writing thank you 
notes and reading. Aside from that they try to keep us . 

baths and meals and then feeding the baby, of course 
you walk up and down the hall more because you re ° wko arc 
thing else, but that way you do get to know the other mot 
walking around. It helps pass the time. 

The doctors’ work on the floor was light. Usually his ord ^ ^ 

routine for all normal patients. Relations between e , . an( j 

nursing staff appeared informal and friendly with muc j , 
banter, and the doctors appeared to find this floor a place for relaxa 
tion. . . 

The one person for whom the post-partum floor I s ? ot arc a t 

supervisor. Though attention to cleanliness and aseptic viola- 

kast as important here as anywhere else in the : hospita , w , 

tion of them here more than anywhere else. The informal atmosph^ 
°f the floor seems to mitigate against the observance o 
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rules except in the delivery room where the presence of the doctors 
and the surgical setting reminded people of the necessity for asep 
procedures. The supervisors had strict rules in the post-partum ^ a , 
and when they hammered away at them incessantly, people would 
take care at least as long as the supervisor was on duty. 

The supervisor had other problems. It was part of her responsibility 
to handle public relations aspects of the work and on obstetric oo 
these are more sensitive than elsewhere. There are legal matters, sue 
as getting birth certificates filled in on time, and that invo ves co 
railing the doctors long enough to get information on the tec nic l^ 
used in delivery. Her work includes getting certificates of paternity 
where there is an element of doubt, and notifying the newspapers o 
legitimate births and supervising the keeping of statistics on new orns, 
stillbirths, and deaths. It is the supervisor who accommodates 
representatives of various religious faiths and provides them wit 
privacy necessary for the appropriate ceremonials. She is the one w 
discusses with the mothers such matters as hospital regulations a o 
tubal ligations. It is her task to cooperate with social work ers in t 
placement of unwanted infants, or the care of mother and chi a ter 


they leave the hospital, when that is necessary. 

The brunt of discouraging unwanted visitors also falls to er. 
the hospitals we studied, it was felt desirable to keep the num cr 
visitors down and privileges were officially restricted to the father an^ 
grandparents of the new baby. However, in some cultural groups i 
is the custom for all of the relatives to hurry to the hospital upon t 
birth of a child. It is the floor supervisor who must convince them t 
for hygienic reasons their ceremonial calls should be postpone un 1 


mother and child are in their own home. * h the 

The responsibility for teaching student nurses may lie wit 
floor supervisor, or the clinical instructor. Usually both of 1 cm * 
involved, at least to some extent. Teaching is easier on this ^ 
because students are usually eager to learn and because the 
relatively simple. On the other hand, there are psychological pro e ^ 
which may arise which are less likely to appear on other floors, 
difficult to explain to an innocent mind why the world isn t a m 
orderly place. A student must be convinced sometime during 
training that it is not her place to sit in judgment of her patie^ 
private lives, but rather to restore them to health and to keep er ° 
counsel. This growth seems to occur more often on obstetric 
than elsewhere, perhaps because problems present themse ves so 
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escapably. We saw them handled with tact and effectiveness by skilled 
instructors. Here, too, the social worker and student nurses were 
brought together informally to discuss how nursing an so ^ serV1 ^ 
departments join to handle patients’ problems. They earne rom 
social worker and the supervisor how the hospital was in e o o 
community agencies through legal ties, processes of a option o c 1 
dren and the care of underprivileged infants. , 

It seemed to us that it was on this floor where many s e 
achieved poise in the role of nurse. Perhaps it was due in par o 
fact that they felt competent to handle the routine wi a 
of supervision. It may also have been related to e act a 
developed a more mature relationship with the doctors an ey 
had before. By the time the average student reached her maternity 
assignment, she was in her junior year and about twenty years o ag . 
She was losing her initial timidity around physicians. . 

The alternating periods of intense cooperation in crises, an in » 
relaxation between, developed bonds between the stu ent an 
workers just as it did for the graduate. Informal clustering parucipa 
in by graduates, students, internes and doctors were rcquent on 
post-partum floor but relatively rare elsewhere in the lospita . 

The nursing auxiliaries were rarely incorporated into t ese m 
discussion groups. Even when they were in the same roo » 
tended to keep a respectful distance. They seeme , owever, 
more fully a part of the nursing team on this floor an e s 
Their work was often restricted to the post-partum sec ^ t °| 1 ° , • ’ 

except during emergencies when almost anyone cou e r 
on a labor case, but during slack times the entire nursing g ^ 

sometimes drawn together over routine tasks. It was t en . 
keeping chores were tended, linen folded, packs ma e or Many 

room, instruments cleaned, babies’ identification brace ets * wan der 
of these tasks require little concentration and allow oug ^ t0 

and conversations to spring up. Such chores were usua .J internes, 

auxiliaries or students but one sometimes saw su P ervl ’ . ^ 

graduates, students sitting around a big work table «gcto. to ^ 
way they learned one another’s interests, work tempos, ^ W ork 
doing things. When rush periods came, they ' nc ' V , what t0 

together because they understood one another an - on to 

expect. It is easy in such an atmosphere for habits o 
grow. 
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On other floors where the work tempo is more even and where each 
employee is assigned to a specific portion of the work, there is less 
occasion to either give or ask for help, particularly across status lines. 
Although spontaneous cooperation occurs, the situation doesn t encour- 
age it to the same extent. 

The division of labor between sections of the obstetric department 
is one of the few sources of friction. If nurses were not given definite 
assignment, the post-partum mothers were apt to be neglected whi e 
the nurses went to the more interesting delivery section. Where nurses 
were assigned to it on any long-term basis those given post-partum 
care became discontented and either grumbled or quit. 

We used to have three graduates working on each shift but that didn t 
work out either. The one on the post-partum floor fussed continual y. 
There were always arguments going on. It really was more of a headac ie 
than a help to have her. Finally she got herself transferred to anot er 
floor and we are back to two graduates on each shift. We divide t e 
work among ourselves so that nobody is stuck with the mothers a 
the time. 

In some instances, work in the labor room was attached to that of 
the delivery room and handled by one corps of workers while post- 
partum and nursery wings were looked after by another. It seemed to 
us that there was a fallacy in this which grew from the psychological 
differences in the work. Good delivery room nurses, like good operat- 
ing room ones, tended to concentrate on manual skills. That is to say, 
their attention was riveted, perhaps of necessity, on physical techniques 
of patient care. Labor work corresponded more to that of medica 
floors in that the demands on the nurse were much greater in the 
psychological area. 

The relative esteem of the various sections could be seen in the way 
work was divided when it was left up to the workers themselves. 
The nurse with most seniority took the delivery room, the next too ' 
the nurseries, and the newcomer got the post-partum mothers, it 
was the graduate nurses doing post-partum work who expressed t e 
most anxiety about professional competence. They felt that they were 
looked down upon in other parts of the hospital: 

If you are sent to work on another floor, the nurses will make remarks, 
“Oh, you come from annex " as if since you come from the annex you 
couldn’t be expected to know how to do anything. 
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While they were building up competence in their own specialty, they 
were acutely aware that they were not keeping abreast of o er eve op 
ments in nursing: 

After three years on this floor I didn’t know any of the new treatments 
being given on the other floors and it was embarrassing. My “‘ff" 
would ask me jbout this new drug or that treatment and I d.dnr 
know the answers. I wanted to keep up with the profession so I was 
glad to go to the Vets hospital and have a chance to do it. Now 
feel I’m up to date again so here I am back on OB, which was always 
my favorite. 

Another source of tension, also relatively minor, was found in th 
relationship between the post-partum floor and the administration. Jus 
because there are slack periods when people sit around over sm 
chores, administrators may get the notion that are too many pcop e a 
work here. The delivery room must be kept adequate y sta e 
and night, but workers from the post-partum section . were s0 ” ict1 " 1 
borrowed to help out on other floors to relieve pressing s or _ag c 
help and this left the floor very shorthanded at times. It is 1 cu 
convince someone that the number of post-partum patients is no 
correlated with the amount of work to be done. Actua y t rec 
delivered women require a great deal more care than a a 
mothers who are about ready to go home. 

Summary of Observations on the Post-Partum Floor 

The patients in this part of the obstetric department are yo g 
women, relieved of pain and looking forward happi y to ,, 

For this reason, post-partum work can be fun. Patient care, ° * ‘ 

degree, does not cause tension but there is a lack o c a 
which is a real disadvantage. The nurse who has not " e P . 

changes in techniques may find security in the routine qua 1 . 
work. Others may find it boring and worry about losing 
around competence. . . 

This is a difficult floor to supervise. The patients participa - 
in the life Of the ward. The nurses differ widely in age ^traming. 
The informal atmosphere appears in some instances to nnc 
laxation of discipline and carelessness in the observance o , s 

niques. Many aspects of public relations for which the sup 
responsible call for knowledge and finesse. For these reason P° 
tion is worthy of considerable recognition. 
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The Nurseries 

If post-partum patients tend to be uncritical and easy to get a ong 
with, this is even more true of the babies. 

This is going to sound awful, but it is the truth. I like working with 
babies because you don’t have to take any back talk off of them, 
can get awfully tired of taking a lot of guff off the patients downstairs. 
With the babies you can plan your work and go ahead with it, no\ 
ing that there will be very few interruptions. Of course some ° £ c 
girls complain because there is so much routine, and there is, too > 
if she gets bored, she can always go out and talk to the babies mot lers. 
Also, you have students to teach and that helps. They re young an 
interested, and most of them are crazy about working in the nursery. 


Another nurse commented similarly: 

It’s easy on the nurse here. You don’t have to adjust to a whole group 
of people like you do on other floors. For that reason I prefer to wor 
with the babies. 

While babies do not talk back to the nurses, they do make their de 
mands known and upon occasion very vehemently. They respond very 
differently to different nurses. An experienced woman told us that e 
infants sensed it when their attendants were anxious or treated them 
gingerly. They quieted down when someone came in who was > accus 
tomed to children and had the right combination of assurance and fon 
ness for them. One of the nurses was praised by the doctors as having a 
way with children. Although she claimed to be hard-hearted, she never 
failed to mother a fretful child. Her touch seemed to bring peace to t e 
babies. Despite her assured manner, she protested most vigorous y 
about the lack of supervision given to nurseries. 

I have always resented it. It seems to me that they neglected the 
For my money these kids are the most important people m.uus 0 
pital. After all, in other departments the patients can complain 1 t 
are mistreated, but the babies are defenseless and it isn t fair. 

One aspect of infant care which receives careful attention in sornc 
hospitals and is neglected in others is the child-mother relations ip* 
For example, the student nurses told one interviewer that a baby was 1 
trouble because his mother was "nervous.” We observed the mot 
giving her child his bottle and saw that she held him almost at ari f 
length, as far away from her as she could get him. In the nursery 
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child was much more fretful than the others. Where they returned f for ^ 
their feeding time and fell promptly asleep, he lay awake crying an 
thrashing his little arms. Although the nurses suspected that his dis- 
tress was aggravated by the emotional attitude of his mo er, ere 
was no effort made to get her psychological help. In another hospita 
a mother wept bitterly when it came time to take her chil ome. e 
protested that she was afraid of it and sure it would ie. n t s case 
she was given every reassurance by the nurse in charge o t e in an . 
She was told that she could telephone the nursery any time s e e t a 
all uncertain of procedures. She did telephone six or seven times uring 
the next few days and was patiently given information an P s ^ 
logical support each time and the calls gradually were space ar 
apart and then ceased. A nurse with as much un erstan mg, i 
busier nursery, might have been unable to find time to give as ™ 
personal attention to a discharged patient. So far as we cou 
problems were being left completely to the discretion o t e in 
nurse. , , 

Though the care of normal infants is not always oo -e 
demanding special skill, the nursing of prematures as recen y 
a specialty with considerable recognition in larger ospita s w e 
are special nurseries devoted to this work. To an observer, the care ot 
prematures seems very tedious. The nurse is iso ate rom 
else in the hospital. She has long periods of relative inactivity 
be constantly alert and ready to fly into action. Despite ese _ 
we found that these nurses had very high morale. One nurse 

It keeps you busy even with only three babies t° ^ J n 
to be fed every hour. Sometimes they are fed every _ t craz y. 

are newly born. I had seven babies to OI ? CC , la ^ e 0 f. I’m 
Heavens no, I never get bored, not with the babi _ , stam l j n 

just crazy about it. Of course, you can’t leave them or o g- tQ 

the door once in awhile and chat with the other " u ” e b j uc because 
keep your eyes on them constantly. They will st mucus and 

something is caught in their throat, maybe just a spe ou£ or 

you have to be right there to give them extra oxygen or^ ^ ^ miautc . I 
IS just too bad. A new one you cant take y° J anyway, 

think they are wonderful. Of course, I always loved babies r ^ 

s For further evidence on the satisfaction to be found ^ *bis T ;f Research Insti- 
ls Services in a Premature Infant Center,” published by the Urban ^ 
lute, Tulane University, 1 953 ; especially diaptcr III by Virig 
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Another nurse said: 

I love this work. It gives you a wonderful feeling. There is more satis- 
faction in it than any other kind of nursing for me. Now you taKe 
Peewee over there. She only weighed two pounds when she was born 
and later her weight went down to one pound thirteen ounces, an ye 
we pulled her through. Dr. Jacks worked awfully hard to save her. 
Maybe that’s why we are so terribly proud of her. We had to wor so 
hard. Now she weighs three pounds and is doing fine. Look, isn t she cute. 
[She looked like a starved bird.] 

An important cause of the high morale seems to be the recognition 
nursing prematures receives as a specialty, and we found less satis ac- 
tion where this recognition is not given. For example, one nurse com 
mented: 

I have been after them for a long time to give me special training- 
The pediatrician told them that they should train all of us who wor m 
the nursery and that we should have a special course in premie care. 
I’d like it very much, but the hospital just isn’t interested. Well, its t eir 
problem, that’s all. The way I look at it, if any one of our premies c ie, 

I just don’t feel bad about it any more. It’s the hospital’s problem. I 1 
wanted to save those babies’ lives, they would send us away and tcac 
us how to take better care of them. To tell you the truth, the way I cc 
about it now, I'd take any good position that was offered to me any 
place. There is really no incentive for staying around here. 

One may read between the lines how very much this nurse did care 
when a child died. This is one among many instances of the anxiety 
felt by hospital employees who have been unable to keep fully a reas 
of advances in patient care. . , . 

It is, of course, difficult for the smaller hospitals to keep up wit t 
rapid strides in medical technology. In one situation an administrate 
commented: 

Now this obstetrical group has got the idea that their premies shoul 
have a special nurse. Those doctors want us to have a private nurse o 
duty around the clock. That would cost $9.00 per day for eac nur , 
now how many families could afford it? The doctors^ felt t at 
family couldn’t pay for it, the hospital should provide it anyway 
just don’t think, now, do they? They just see that there arc too m 
premature deaths. See, as it is, the premies get the same a ** cnt ‘ on , n 
the normal babies do. That means that if the nurse turns her 3c ^ 
them for a minute, a child may choke and die, whereas if c y 



241 

THE OBSTETRIC DEPARTMENT 

special nurse the baby would be saved. It would be a conforadedly 
expensive business, especially when there would be ,ust ° n = 
chfld at one time. If we had four, we could charge each moteon* 
fourth of the total cost, that wouldn’t be so bad, but how about when 
there is only one? 

Problems like this are dealt with ultimately, and it is usually s 
compromise arrangement which is agreed upon. Meanw 1 ’ ’ 

tempers may flare. The administrator accuses the doctors of 
face the realities of financial limitations and me tea perso 
imply that administrators are wanting in humanitarian 
Actually, in many instances, there is no real conflict of value t 
much more prosaic problem of figuring out ways and means of g 
what everyone agrees must be done. 

Summary of Observation in the Nurseries 
While babies can make vehement demands, for the most p ^ 
care is easily encompassed by an experienced nurse an g . „ 

satisfaction was found in it. The nursing of prema ure 
enjoyed, perhaps in part because the work was tmportam Rnd mums^ 
cally satisfying, and partly because feelings of compc en 
resulted from training in a new specialty. Frustration P ^ 

by medical and nursing personnel who were not in a po 
up to date with latest developments. -,j;mrmenc 

In some of the hospitals, help for the new mot er in er ^ saW 
to her child was left to the initiative of the in ivi ua . j help 

almost no organized effort to make sure that mothers w 
got it, or to train nurses to give it. , . J eDart _ 

Nurse-doctor relations were good just as elsew ere 
ment, and supervision tended to be minimal. 

Other Aspects of Maternity Work 

Discussion of the obstetric department would not ''' nn j n g 

°ut mentioning the manv other people who work to P 


Discussion of the obstetric department would not e c running 
t mentioning the many other people who work to keep it runn, g 

Some states require that a formula room or milk * ab °/ at °q Uircs con - 
mined and operated by a special attendant. is w m be 

scientious attention and reliability and the atten an medical 

ranked as a technician or practical nurse. If there /• tn rrrrnarC. 
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but usually there are a few which are used routinely with variations 
only for babies who are having feeding problems. 

The work of the maids may be somewhat more complicated tnan 
elsewhere in the hospital. When infants are roomed in with their 
mothers, the maid must wear a surgical gown and mask when sc 
cleans the room. If they are kept in the nursery, the maid will have to 
know when feeding time is, in order to have her work finished be ore 
they are brought to their mothers. Maids, like nursing auxiliaries, ex- 
pressed satisfaction with work on this floor. They appreciate t c 
sociable atmosphere, the friendly patients, and the lack of visitors. 

You don’t have to ask people to pick their feet up so you can sweep 
under them. And I get a kick out of seeing the babies. 

In several hospitals a receptionist helped the supervisor to keep track 
of paper work. She looked after birth certificates, statistics, an an 
swered the telephone. This last was her most irksome task, f° r m 
some neighborhoods it is evidently considered socially necessary t at 
all friends of the mother telephone the hospital at intervals to inquire 
whether the child has arrived. The receptionist also greets the incoming 
mothers and escorts them to bed, and shares with the supervisor t e 
difficult task of enforcing restrictions on visiting privileges. She may 
be the one who deals with the anxieties of expectant fathers. 

In one hospital a matronly receptionist was the only employee on t c 
floor over the age of twenty-five. In addition to the tasks we have iste > 
she was the center of social life among the mothers who were a c to 
be up and about. She was the one who mothered the younger ones 
and those whose babies were born out of wedlock. 

We heard hints dropped, from time to time, to the effect that t c 
constant reminders of motherhood cause frustration in unmarric^ 
nurses or women in menopause, single or married. There was evi e 
of occasional hostility on the part of such persons, but we saw cn ° U ^ c 
exceptions to be suspicious of generalizations. However, in a o 
hospitals there seemed to be a policy of employing young marric^ 
women, and especially pregnant ones. Pregnant nurses e t 
conscious on other floors and frequently asked to be transferre 
obstetrics for that reason, and it was believed that the easy ra Pj** 
possible between them and the patients made them excellent wor ' 
The doctors whom we interviewed thought that the best mater 
nurse was the young, flexible graduate who was open to new i C3S * 
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General Conclusions 

In discussing the obstetric department we have tried to show ' 
thing of the multiplicity of factors which influence the human envimn 
ment of any hospital floor. There is in the first place the namreof*e 
work itself. When jobs are essentially solitary ones the r«ponse *«7 
elicit is different from that called forth by a closely linit team. Spectd 
training and a feeling of competence which resu is rom ^1 ' 

enjoyable even in the absence of team stimulus. “ • . h 

made between work calling for technical skills and that «he« the 
emphasis is more on psychological aspects of patient car . 
ness of tempo on the obstetric floor was shown “ W T 

relationships. So also were symbols of importance, me most 

brightly lighted workshops and intricate too s u p j 

importantly the presence of highly respected members of the med.cai 

We have indicated the interrelatedness of “““PjJ™"* 1 f^Xdial 
the influence of hospital policy and organization. perform- 

staff is well organized and a reputation for a high 
ance is maintained, human relations patterns on nursing floors 
influenced in a positive direction. to 

The physical and psychological needs of t e pa ten ^ 

influence the satisfaction which various nurses oun • • n a 

well as to help determine the general morale and ^ ““"X and 

nursing floor. Visitors also were shown to hav elementary 

differences in cultural patterns were seen to affect even 
phenomena as reaction to pain. . f t i, e sup er- 

All these things together help to dctc ™ in ' C P £ difficulty to be 

visory task; the kind of discipline necessary, the 
expected in achieving smooth coordination, It is hoped .to 
factors will come into clearer perspective when w 
contrasts found on medical and surgical nursing oor • 



CHAPTER 


A COMPARISON OF MEDICAL 
AND SURGICAL FLOORS 


IN THE PREVIOUS chapter we pointed out that the work of the 
nurse differs considerably from one type of hospital floor to another. 
Strong expressions of preference made by the nurses bring out this 
factor. 

Give me surgical work any day. They get better fast and go home. I 
always hated it on medical. Even when they get better, you don t always 
know how much you have had to do with it. Maybe it was just all t c 
bed rest. 

Give me medical. On surgical floors all you do is take care of the physical 
ailment. You hardly ever take the psychological into consideration, m 
definitely not interested in surgery, it’s too mechanical a type of wor , 
like running a lathe. 

The focus of this chapter will be on contrast, but it should be kept 
in mind that on any nursing floor there will be similar needs or 
intelligence and imagination and many types of theoretical and P rac 
tical knowledge. 

Technology and Working Conditions 

In some of the larger hospitals whole floors arc given over 
specialized services, such as orthopedics, urology, or eye surgery. 
ever, we shall concentrate on the differences between the two mai 
categories, surgical and medical. 
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Medical floors look different from surgical ones They “>“^i f fer- 
ent, .hey have a different feeling tone. Much of thrs >s due to them re 
spectivc technologies. On surgical floors there is an abundance of 
apparatus such as dressing carts, bandage trays, and orthopedic para 
phernalia. The convalescent patients are usually stirring ’ 
in wheel chairs or on crutches. The dominant note is one of activity 

The medical floor, in contrast, seems quiet. Even early ‘ he 
ing while surgical floors are still buzzing with morning care, , med.m 
patients will be found in fresh and clean beds, their rooms in orden 
There are no complicated bandages to be change ■ 1 i„ cents g0 
be pushed about. The patients stay in their beds and convalescents go 
home before they feel well enough to do much visiting with 

‘“things which a nurse does on the surgicnl floor are frequently 
of recognizable importance, even to patients vv bandages or 

hospital activities. When a patient sees hts nurse chang, gb ^ 

swinging orthopedic frames into place, h , ),cr tcnc J. 

purposeful activities and can accept her absence when heseeher 

ing to another patient’s needs. When ■ 

fresb incision, the patient cries out and ev y y nurse’s skills 

a blunder. Therefore, blunders do not often occur ,The « inrse 
are tested daily and both her feeling and her prestig 
comes more adept. . r i q ; m that 

Medical nursing is also highly sKUcd l “,hc surgeon is. The 

the physician is more dependent upon th ^ an d immediate 
surgeon can often make his diagnosis from . ncc d a 

physical and laboratory findings, whereas t e p y s m p lo ms 

record of careful observation of the changes in P ' records 

through time. The nurses on the medical 

but this is an activity which is not visible to t e p ^ ^ nUfJC 
This lack of visibility creates problems. The patten^ ^ 
stop at the next bed to chat for a moment^ an( j tone 

that she is observing the quality of respirationan ^ not very 

of the skin. He thinks she is just visiting. Her ac unless $ he 

impressive to the uninitiated. He feels she 1S " aS , • ; stcr ; n g hypo* 

is darting about doing something visible, sue as - vcs otl ly on 

dermics. He can judge the quality of the care an d her 

observation of his nurse’s ability to make him ee Actually his 

willingness to answer his bell when he summons her. Act > 
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mother, in all probability, would do a better job at both. His mother 
could not make the accurate notes which his doctor needs, but he is 
unaware o£ the great importance of this nursing service. It is not only 
the patient and his family that misplace emphasis. The difference 
between a highly competent and barely average medical nurse may be 
quite apparent to the physician and to other nurses, but be lost on t e 
administrative personnel of the hospital. Even surgical nurses occasion- 
ally may be heard to say contemptuously, “All they do over on medica 
is make beds.” . 

Thus, technological factors influence the human environment o a 
hospital floor. At the beginning of our study we suspected that mechan- 
ical equipment might be frightening to patients. We found so ew 
examples of this and so many evidences of confidence and even of pn e 
in the use of contraptions that we had to reverse our hypotheses in 
favor of machines rather than against them. This is possibly peculiar 
to Americans, who have the reputation of unusual respect for mechan- 
ical gadgets. Also, our observations seem to support the notion t at 
Americans are biased in favor of activity for its own sake. The oppor- 
tunity on surgical floors for sheer busyness and for the demonstrauon 
of technical skills appeared to give satisfaction to the nurses an 
assurance to patients. 

Patients 

Nurse-patient relationships have been drastically influenced through- 
out the hospital by two great technological changes. The first is t e 
introduction of the new antibiotics. One of its effects is that of increas 
ing the confidence of the patient, for he frequently holds the wi c y 
heralded drugs in deep respect and welcomes them as curative agents. 
On the other hand, he may develop a dread of the nurse as a nee c 
bearer. In one extreme case, a patient reported his private duty nurse 
for being a sadist. When he was interviewed by the director of nurses 
it was found that he had never seen his nurse except with a nee e 
in her hand. He had built up an exaggerated fear of both nurse an 
needle. When the physician learned of this, he substituted oral for 
muscular medication and the patient reported later that he an 1 
nurse were getting along fine. 

While antibiotics arc used on all floors, they have made the greates 
difference on medical ones by so reducing the number of acute in ec 
tions that these floors are now dominated by chronic illnesses sue 3 
the disabilities of old age. 
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The second greet technological change has been the trend toward 
early ambulation. While this has affected medical floors to some eatent 
it has revolutionized the work of the surgical nurse The theory ot 
early ambulation is that early activity of a pattern fo “ 0W ”S 
reduces the frequency of late complications. It a so, ow attitudes 
to embody a philosophy of self-help. This was reve e in 
of some of the nurses, who observed their patterns maktng more rapid 
recovery, hence going home faster. 

One of the biggest changes has been this busi "“ s of havl 2“' 
take care of himself as far as he is able. In the old days we d “7“ g 
for them, even to washing their faces, but -w they are supposed to do 
as much as they can for themselves and I thin ' t , , t t hinlt 

ever happened. When you lie in bed and have nothing ° ““S 
about yourself, all you do is lie there and think op isy P t00 (, us y 

they would come out with a new set of symptoms, os ^ ^ they’re 
for that. They are washing their faces or preparing keeps them 

taking a walk dosvn the hall or going to the bathroom It tops * 
out of mischief. Maybe that sounds awful to sa, ft 1 » > ^ 
it is the truth. I really think they adjust a lot faster and it makes an 
diScrcncc in the world for the nurse. 

Another nurse, recognizing the same change, bewailed th 
had on nurse-patient relations. ^ 

We don’t get acquainted with them any “ orc, jk* ^entT would show 
We used to have a more homey atmosphere. ^ ^ whole life 

us pictures of their families and we would g 
histories. Now we are losing contact with the pauen 

Regardless of the nurses’ attitude toward it, on the 

seems to be important in shaping relationships, p d no - 

surgical floors. Nobody gets bored, the nurses say, but m*™ Y 
body gets much opportunity for deep emotions into have a 

Surgical nurses comment approvingly on t respect0 rs of age 

wide variety of patients. Automobile accidents , ppen diic, so 

nr condition of life, and anybody can have an J^ conom ie 

general surgery does indeed get a wide span i o E , patients 
levels. Medical floors, on the other hand, tend to ^“hage, diabetes, 
with heart and circulatory diseases, cerebr on | y arc the 

asthma, cancer, ulcers, and other chronic “f w' „ v of these cases 
diseases lingering but the patient is ] p3 , k nts require 

respond slowly to treatment, the prognosis is p > 
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much custodial care such as baths and frequent changing of bed 
linens. The work tends to be heavy and routine and the temp 
the department is even and slow. A large proportion of the patients in 
addition to being elderly, are poor-for it is poorer fami lies, unable 
provide for their aged at home, who must ask the hospital to give them 

prolonged custodial care. . , , 

This may make medical floors sound more depressing than they 
are in reality. It is sometimes assumed that the care of the older person 
represents great self-sacrifice on the part of the younger nurse, but we 
found that it isn’t seen that way by everybody. Some of the nurses 
insisted that older people were “cute,” by which they evidently meant 
small and helpless and appealing to the maternal impulses. Since these 
patients tend to have prolonged stays in the hospital, they become we 
known, and lasting ties of affection sometimes form. One elderly lady 
was the psychological mainstay of the entire ward, nurses as well as 
patients. A delightful person, she kept the entire room in brisk cheer- 
ful spirit. . . - 

Several medical floors were found to have “pets”— patients ot long 
standing who had won permanent niches for themselves in the hospital 
social system. One of these was nicknamed “Granny.” 


Granny is eighty-nine years old and stone-deaf. The nurses can t decx e 
whether she is senile or foxy. She pretends she doesn’t know one nurse 
from another, but if anything goes wrong, she always knows the cu pnt 
by name. Granny used to be very selfish about her few possessions. 
However, one nurse discovered that Granny had no recollection o 
pleasant Christmases and so arranged to give her a surprise. The oor 
staff conspired to set up a small tree and each staff member placed un er 
it a little gift for her and then Granny was wheeled out to the sun pore 
to see it. She was so surprised that she was like a little child. Her face 
shone with happiness and from then on she insisted on sharing cv cI 7 
tidbit she had with the nurses. It was plain that these nurses wcr ® ° n 
of this ancient and sometimes difficult patient. They would stop y * r 
wheel chair to comb her hair or to pin a flower on her shoulder. e 
became very spoiled and the nurses would comment at the dinner ' ta c 
on how Granny had scolded all morning because they had bat e a 
woman down the hall instead of tending to her first. 


In contrast to the chronic case is the acute infection. While these arc 
distinctly fewer in number than before the antibiotics came into wi c 
use they still appear on medical floors. The pneumonia patient doesn t 
always respond to the new drugs, the polio patient needs the closest 
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attention, and a patient with an undiagnosed infection require 
expert care. In interviews nurses indicated that these cases were o ten 
sources of keen satisfaction. Evidently when such ^fse responds to 
nursing treatment it vindicates all the training an a 
nursing. 

The sicker they are, the better you feel about it. When they get better, 
you can feel you had something to do with it. 

Now that is the kind of case that makes me glad I ; s 

was desperately ill and we thought for sure he would d e y hem *te 
well enough to leave the hospital again. That is a real thnll to me. 

When they are very sick, they can be very nice to work "f. 

who are up and around and still demand extra services are die ones w 

get me down. 

It appears that the sickest person is more gratifying t ^ 

because he does need the nurse most urgently. H.s needs excite 
deepest emotional response and greatest efforts. patients and 

The medical floor, then gets a high » 

chronically ill ones, but the presence of som y 

relieve the monotony which might otherwise bcmcen nurses 

The psychological relationships which c° W( , found lhat on 

and their patients is a fascinating study i ‘ ' n trate attention 

surgical floors, doctors and nurses alike seeme o , j e m ight 

on die patients incision, i.e., on his physical need, whatever else mg ^ 
be wrong with him, their immediate business was ambulation 

gical wounds, and in this day of antibiotics and 
wounds heal quickly. The patient has neit er nursc _ Moreover, 

need to develop a lasting dependency on his s gi ^ operat ion 

the typical surgical patient appeared to as5 “™' js an(J r(tesc f roro pri- 
was over, his crisis was passed. The cheerfu (um rcadi | y to his 

vate worry which resulted made it easier or omaraderie in all of 
neighbors. Surgical floors were characterize y c other, played 
the hospitals studied. The patients entertaine helped to look 

games, bantered with one another and the nurse * J . j CO urse, but 
after each other’s minor needs. There were except, ons, 
in general this was the case. DrcsenC e of many 

The medical floor contrasted sharply to ts. ^ ut wc found 

aged persons may have had something to o wi * ot - ona | ^ C pcnd* 

many patients who showed querulousness an 
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cncy of children. The older perron in onr society frequently any 
dear function in the family and in economic life, hence may fall easy 
prey to melancholy. Furthermore, unlike the surgical patient who 
passes his crisis early in his hospital stay, the medical one typically sull 
faces his crisis; once it has passed he is likely to go home for con- 
valescence, since his care usually does not require much technical 
apparatus. Therefore, during his hospital stay the medical patient is 
characteristically wretchedly ill, worried, and not likely to concern 


himself with the needs of his neighbors. 

Logically one might suppose that hypochondriacs would appear in 
equal numbers on all types of hospital floors. In actuality, however, 
psychosomatic symptoms were commented on much more frequent y 
on the medical ones. On surgical floors, it seemed to us, the patient 
with possible personality problems was accepted on the same basis as 
everyone else. Shortly after his arrival he acquired a perfectly ona 
fide incision which was the focus of attention. Perhaps psychosomatic 
symptoms actually fade in the presence of a physical injury. At any 
rate, the nurse and doctor as well as the patient appeared to assume, at 
least for the time being, that the real basis of the patient s comp aints 
had been found and attention to any other possible problem was post 
poned until after his recovery from surgery. . 

On medical floors, where ills were more frequently of the invisi c 
kind, it was easier to attribute amorphous complaints to the imagina 
tion. It was not unusual to find on a patient’s chart a report of some 
tedious bit of behavior, followed by the question, “Neurotic? On c 
chart, one surmised, the nurse or doctor could release the feelings o 
aggression against difficult patients. Sometimes one’s sympathy was 
much with them. For example, a patient who had been calling or re 
peated sedatives was found to respond as well to tablets of aspirin as 
to morphine. A medical resident made this entry on her chart at 


2:15 a . m .: 

Would suggest that this patient’s private physician give her either a 
harsh lecture or psychotherapy of some sort as she is running her P r, ' a , 
nurse ragged, which is transmitted to the house staff at rather aw war 
hours. 


Such patients were inevitably compared with others who bore t ei 
ills with stoic fortitude. One man who walked into the hospita an 
who continued to be resolutely cheerful and helpful was foun to 
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suffering from possible rheumatic fever, enlarged 

coronary failure, a blood disorder which resembled Icukemu a ,: and mmd 

pathology. How could the nurses fail to recognize the dtfference m 

adjustment of these two patients who were on the same bar * 

same time? Nurses appeared to find these var.a tons 

condition either a source of satisfaction or a tr.al, 

capacity for sympathy and flexibility. Some nuts, “pSSwS- 

preferences for medical nursing just because P ?' e had 

occasionally presents a knotty problem. One kin(J q{ mcWa , 

always enjoyed detective stories and though 

exercise lay behind her satisfaction with this type of work. She ,u 

'tszsfS?- . »« - — »•" - 

cases, said: 

If you like people, you get to know ^theml better v.hen person- 

cases because they stay in the hospital longer wor k but it 

alities to you. Also, their care is less dram QUt what a jl s people 

it more challenging, too, because you have o var j oU$ drilgs affect 

and try to understand their personality an doctor and to the 

them. It represents more of a challenge o 
nurse, too. 

To summarize, surgical patients chara J'™““ in their interest 
for a limited time. Then they are up and a > £j. om a wide 

in others, and relatively cheerful in outlook. ey thus p rCSen t 

variety of backgrounds and age levels, turn over > ^ re J at ion- 

constant variety and change to their nurses, i , and 

ship is usually focused on physical rather than psy 
the nurse’s service is of easily recognizable ‘ lde r pat icnts, and 

On medical floors there is a greater propor ^ye Tronic than 

thanks to the new antibiotics they are more ap ^ rapid than on 
acute ailments. The turnover of patients is t ere 0 j ntcd an d psycho- 
surgical floors. Nurses and patients get better acq^ ^ nccd of the 
logical factors loom larger in importance. eca V^j ^aa on surgical 
patient and the service of the nurse are ess o ect to t hem. Th e 

floors, there is more room for uncertainty w.mrp ^ & ^ 

problems which result may be a source of > makeup and psycho- 
for the nurse, depending upon her own persona icy 
logical state. 



252 


THE GIVE AND TAKE IN HOSPITALS 


Work Organization and Human Relations 

In some departments a spirit o£ teamwork develops naturally because 
of the nature o£ the job. A variety of employees may each contribute 
their particular skill with very little overlap. This is true on the sur- 
gical floors. In addition, the surgical patient seems to recover at a 
predictable speed in a gratifying number of cases. For example, it can 
be expected that after a particular type of surgery a patient will e 
sitting up within twenty-four hours and allowed to dangle his feet over 
the bedside within forty-eight hours. The head nurse can plan the wor 
of the department well in advance, assigning her most expert wor ers 
to the sickest patients and giving each nurse a reasonable amount o 
work and no more. _ 

On medical floors such precision is more difficult to obtain. T c 
patient’s progress may fluctuate because of such things as the nature 
of the disease, variable reactions to drugs, and his psychological state. 
He will have good days and bad and his nursing needs will differ 
unpredictably. 

On both medical and surgical floors it is customary to assign the 
most seriously ill patients to the graduate nurses. On surgical floors 
this means that the graduates tend the patients who have come most 
recently from the operating room. Student and auxiliary nurses, 
assigned to assist them, have an opportunity to work closely with these 
graduates, observing them respectfully as they perform their sometimes 
precise and difficult tasks. But they too have their own areas of com- 
petence. The aide, for example, may have had special training in ma 
ing up postoperative beds or in methods of assisting an ambu ant 
patient to move about his room. Jurisdictional lines are usually we 
marked and understood and each employee can see how his work t$ 
into that of the others. Because surgical floors commonly have an 
abundance of hard physical chores, each pair of hands is welcome. 
The graduate nurses typically are given the direct supervision o t 
less skilled, but once they have determined the level of ability of a new 
employee they make appropriate assignments and let the subor mate 
develop further skills as occasion permits. In their interviews wi us, 
student nurses commonly expressed satisfaction with surgical wor 


Oh, I like surgical floors best. It is important work and can ^ C 
results right away. In addition to that it is especially good here ca 
the graduates arc so nice to you. They make you feel you arc impo 
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I don't know how to express it exactly, it is just that it “ ® 

It calls for skill and yet you are competent to go ahead with the work 
on your own and the nurses let you do it. 

This student points to a number of factors influencing satisfacuon 
“It is important work.” Surgical work is what a nurses work shouW 
be. She has pictured herself by the bedside of an unconscious patient 
still smelling of ether, and completely dependent for su™v P 
care. “The nurses are nice to you” and “It calls or sktll and yet you 
are competent to go ahead.” These statements reflect the fact to the 
competence required for different aspects of surgica acquired 

clearly graded The half-trained student can use her n vly acqmred 
“nursing arts" and yet realize that the graduate has ^I s bq'ond he 
own. In other words, she can feel more useful than ^iUg ld 
not put herself on the level of the nurses with super t j, c tw0 

experience. This promotes a relationship of respec 

"oTmedical floors, students lamented they too often f^them- 

selves "making beds while the graduates do a tt ^ for 

This happened, we observed, because the g ra ’ chronic oncs to 
seriously ill, usually chose the acute cases lea 1 g require 

the care of students and auxiliaries. Chronic an t ^ e heavy 

widely different care. Students and auxiliaries c °™ P ^ king an d water- 
burden of tedious custodial duties, the endless learning any- 

carrying, and the fact that they thought they '''f C heif wor k unless 
thing. It was hard for them to see any significance in 
an experienced person pointed it out to them. some 

Parr of the difficulty in the graduate-student >£*«**“ t0 
medical floors seemed to us to lie in the incapac y possible to 

adjust to a variety of persons. On surgica °° rS Ct ; ca j nurses and 
utilize the diverse skills of aides, nurse assistants, p ^ rcco ver- 

students as well as graduates. The sociable moo o 0 f attend- 
ing from surgery seemed to dispose him to enjoy 0 £ otker 

ants, just as he drew satisfaction from the comp 

On the medical floors, the situation was different* ^ a graduate 
fil patients seemed to cling to one attendant, som bim to bed 
nu rse, sometimes the lowly nurses aide who ha r ^ different 
when he came to the hospital. Relationships wi ^ tendency 

employees seemed to upset them. However, we su p 
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to form patient-attendant pairs was not only a response to patient needs. 
We noted that some nurses seemed to get deep satisfaction from caring 
for a particular patient. They would comment that a long-term patient 
became “almost like a member of your family." The experienced medi- 
cal nurse, moreover, realizes that to a very ill person every act ot the 
nurse is a part of therapy; bed-making and back-rubbing become par 
of psychological care. Feeling this, the nurse isn’t likely to want to 
share the care of such patients with unskilled or semiskilled persons. 
There were exceptions to this, certainly. It was necessary to rotate the 
care of some patients because no one employee could tolerate them ay 
after day. But a special relationship between one patient and one atten 
ant occurred so often that we suspect that the rotation of patients 
frequently fails to meet the psychological need of both patients an 
employees. , 

On some medical floors we found excellent relations between gra u- 
ates and student nurses. These were the floors where a senior person 
— either the head nurse or the clinical instructor — took the time to 
counsel the students and develop their appreciation of the subtleties o 
patient care. In one case the instructor made a game of clinical observa- 
tion. The students learned that when they bathed a patient, the jo 
wasn’t completed until they had noted the color of his skin, the clear- 
ness of his eyes, and other physical signs. They learned to make a care- 
ful study of the personal history, psychological outlook, and medtea 
diagnosis of each patient. Impromptu conferences held when the floor 
work was at a low ebb became so popular that the graduates began to 
attend them and staff nurses from other floors began to ask permission 
to sit in on them on their own time. Such conferences, or ward classes 
as they are sometimes called, take time out of a busy day and time is 
sometimes in very short supply on a busy nursing floor. Therefore t ey 
can be resented by both students and regular staff if they are han e 
unimaginatively. In many respects, therefore, the supervisor of a me 1 
cal floor must exercise unusual leadership and skill, for she cannot 
assume that her workers will be woven together as spontaneously into 
an effective team as on surgical floors. 

Work organization has an effect also on doctor-nurse relations lps* 
One head nurse who was transferred from an orthopedic to a me ica 
floor commented on this: 

My favorite always was men’s orthopedic. You can be systematic down 
there. It was a very busy floor, understand, but you could plan your wo 
ahead. Another thing, the doctors were awfully nice down there. 
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funny, you take your urologists, your orthopedic men ^dyourobs^. 

tricians, all of them are very nice and easy to get alouB 

nothing like the men you run into in the O.R. or on E 

and medical floors. That’s where you run into trouble. I dont know to 

sure why it is. We have discussed it lots of '”^ 0 " some floors 

Personally, I think it may be due in part to the fact * when a 

you can be systematic and on others you can t. ou 

patient cornel in that he will be operated on the next day r »d five da^ 

later he will be up and around. You can always f ' an y £ 0 jj 0W j n g 

and the doctor can understand that. He can see a y surgery 

a system. On the other hand, on medical Boors and on 

th/ same way, you get a variety of P"^" ^""“ganize 

acquainted with any of them and it is mo ^ 

your work. All the doctors come in with their own orders and 

seems to think that you are neglecting his patient. 

Surgical floors then appear to differ accor<J, “S Sty! an im- 

gery they deal with. In addition, the role se _ Nurses 

portant part in determining the satisfaction ° Thcy didn't 

reported that doctors differ according to their P c l0 be pre - 

always agree as to how they differed, or whic frequently 

ferred, but some generalizations were put forward more frequen y 
than others. For instance, a medical nurse sai 

I think surgeons are harder to get along with tha ^ crc has a 
There’s a lot of strain in surgery. You mig t sa ^ wor ]- j s more 

crisis nature and that makes the tempers flare up. enB more of a 

sober and more steady in pace, and yet to me 1 an d variety 

challenge too. 1 think the girls who like : a t mc dical, and 

like surgical work, and the girls who like pe p 
doctors the same way. 

j u differences between 
A specialist in internal medicine discusse 1 ® 0 £ hiis work 

surgeons and internists. When asked what tea 
were, he replied: k c j 

The times of discouragement to me generally conae ^ cn j diagnose one 
on a patient for a long time and then he ie *’ ° sl j y j t j s when they 
thing and it turns out to be something else. . >s a con fession of 

get sick and die; I’ve never adjusted to it. ay ^ sa ddens me 
weakness; maybe a doctor shouldn t feel t at ' * c j nlo ano thcr type 
'cry much indeed and that is when I wish 1 » thal i gc t now. 
of occupation where I wouldn’t have the fee mg 
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Later he went on to say: 

I never asked a surgeon about it, maybe they get down oecas.om.tt ,» 
On the other hand, they don't know the.r patients as well a ™ d “- 
are only in eontact with them briefly, whereas the : mtermst jees h 
natients over a long period o£ time and gets to know them as people an 
that^makes a difference too. You can, help but get emo, tonally involved 
with them to some extent. 


His belief was like the conviction of the medical nurses tha y 
have a closer relationship to their patients than the nurses o 
surgical floors. Perhaps they were unfair in this. We have seen - 
geons and surgical nurses in tears because a patients course 
unfavorable turn. However, it seems reasonable that length of acqua 
anccship makes a difference. Where the surgeon has known a pat.en 
well he may react similarly to the internist. Possibly, too, the p y 
activity of surgical work relieves emotional tension. The usyncss 
a surgical floor may be therapeutic for the staff. 

The relationship of the doctor to his patient and doctors to each o 
also has an important influence on the conduct of the hospita o • 
A recurrent complaint of surgical nurses was that the surgeons 1 
make "sufficient” visits to the bedsides of convalescent patients, 
complaint may be due in part to the fact that many surgeons are grea y 
admired and the nurses wish to see more of them. While this c arg 
was made at all of the hospitals studied, it was particularly trequen 
in the smaller institutions where the division of labor etween 
surgeon and the family physician has not yet become clear. n 
larger hospitals the surgeon was directly responsible for the u car 
the patients. In the smaller ones, the family physician or g c ^ cr ^ P , 
titioner was usually within easy reach, since he came to t e 0S P‘ 
almost daily to visit his other patients. These doctors comp aine s ° 
times bitterly that the nurses and surgical patients insisted on ca 
them for free advice and service. 

You know how it is. The family physician has to diagnose the "scan 
refer the patient to the surgeon. Down here he is also the one to 
the hospital arrangements and handle the natural emotions mvo 
of the family. He carries the patient and the family psycholog Y 
through the operation and takes care of the patient after the ope 
And who do you think gets the money? 

The nurses explained that the patient “turned naturally to ^ the 
physician he knows best. They said also that the modern patient 
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increasingly sophisticated about medical and surgical 
asked penetrating questions. The nurse, carefully named to s d«tep 
such questions, encourages the patient to put them to is o 
and in the absence of the surgeon both turn to e P I® , 

When a chief of surgical staff was asked about this problem, he 
smiled and inquired whose job it was to decide ow m y 
visits were -‘sufficient.” He pointed to the steadily declining death rate 
as proof that nobody was suffering from lack ° c ? re * „ ■ i». s - l( j e 

surgeons with similar outlooks were prone to be itt e e ^ 
of their work. They begrudged the time spent in eir ^ 

that it was boring. Occasionally a surgeon would sta e J.stMly tot 
he wished he could spend all of his time in the opera 1 S 
all the surgeons felt this way, of course. Some of them seined to take 
their bedside visits in stride and painstakingly answered the quesuon 
put to them. 

Other Nursing Floors , .. . 

Other floors in the hospital may combine ,° “proportion 

and surgical work. On the orthopedic floor, whe f>ag ^ 
of the patients are postoperative, their stay in P Js an 

very much longer than that of other surgica p D3t Icnts and 

opportunity for the development of rc ' 3ll ° n fl S ^.padents return 
nurses similar to that found on the medical • r ; en ds among 
at holiday time, for example, bringing gifts for eir fondly of 

patients and nursing staff alike. The nurses would speak^t 
these “alumni” and often knew in detail how ^ ^ WC re 

out in the face of their physical disabilities. e ° w funerals, 
occasionally invited to ex-patients’ weddings 

Floors devoted to care of patients after eye surgery rcqu | rc a 
like medical floors. The patients very frequently are > as 

great deal of reassurance, and do not interact with one anotn 
readily as on the general surgical floors. 

Pediatric floors are unique: 

Pediatrics isn’t like working at all. You re ^'Y ay V C " n( j diat you adjust 
adjust to you and your mood, whereas the adults demana 

nurse whb corn* 

1 Something of this attitude was reflected by an the muses in other 

rnmted that, while her work was eahaustiog 50 t_ of bedside care." 
■irpattmems, “the importance of it ttnfiB you for the tnvuliu 
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to them. Here we can talk and laugh as much as we want and if we feel 
like being quiet we can do that, too. 


Another aspect of pediatric work, we were told, is the difficulty of 
public relations. One pediatric supervisor said that her real probl 
was not in getting nurses who liked working with chddren-that was 
easy-but in finding ones who could work effectively with mothers. 
This indicates that the effect of visitors on human relations varies in 
importance and quality from one floor to another. 

The floors where both medical and surgical patients were cared tor 
differed so widely that we cannot make generalizations. Wc surmised 
at the beginning of our study that on such floors there wou c a 
tendency to neglect the medical patients for the more exciting surgica 
ones, but we saw no evidence of this. Individual nurses differ wi e y in 
the sort of patients to whom they respond most readily. The type o 
supervision appeared to have a marked influence on the type o care 
given. In one hospital with two floors, both of which (according to 
administrative rules) were supposed to care for both medical an sur 
gical patients, medical patients tended to be placed on one and surgica 
on the other. The surgeons preferred the floors where the supervisors 
maintained a high level of technical performance. The physician, on 
the other hand, seemed to be more impressed with working harmony. 
One of the physicians commented: 


It makes a big difference who the supervisor is, and it might not wo 
out the way you’d expect either. On the floor where they have those o 
battle-axes, the efficiency is high but that isn’t everything. T e n 'i rsc 
might be unhappy and taking it out on the patients. On anot er oo 
the efficiency might not be so good, but the nurses get along wit eac ^ 
other and like the work and the patients better so that better psyc o 
logical care is the result. For my part, I think that in treating me 1 
cases the psychology is more important than the physical care is. 


Summary 

No matter how much they seem alike to an outsider, hospital floors 
are by no means identical. They are little worlds in themse ves, pa 
terned by work habits and technological change as well as y m e 
personal relationships and the sentiments to which they give rise. 

Among the contrasts are the differences in medical techno ogy, 
types of patients and their psychological needs, the relationships a ™° 
occupational groups and the way their work is organize , an 
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nature of supervision which they enjoy. We saw . r ] e 

interplay between the personality of individuals ana the '.mds of r e 
they were being called upon to fill, but the poss.ble comb n ton »«* 
so numerous and our data so limited that gcnerahzauonsaredrfficult 

to make. A great deal of careful work remains to h : done Wore the 
relationship between personality and occupationa a ) 

To^X l^flikelibood, will find all of 

here are operating in similar measure on their own n g 

or more elemenfs may be entirely absent and others may beaver 

shadowed by more dominant influences. What we off , 

an opening glance at complex phenomena. 



CHAPTER 


THE OPERATING ROOM 


Introduction 

THE DRAMA OF THE operating room has thus been described by 
a nonmedical observer: 

At seven o’clock in the morning, nurses have arrived on the surgical 
floor. They find maids finishing the cleaning of the operating suites 
and corridors. Notices of scheduled operations for the day are poste in 
prominent places, listing the patient’s name, type of case, operating 
surgeon, and appropriate operating room. Orderlies and nurses ai es 
are wheeling small tables into the rooms, with sterile equipment lai ou 
ready for use. The charge nurse assigns scrub nurses [those who wi 
actually assist the surgeon] and circulating nurses [those w o wi 
perform general tasks around the operating room, such as fetching water 
and counting sponges] to their respective cases. 

As the hour of surgery, eight o’clock, approaches, the scrub nurses ar 
washing hands and arms in the small scrub rooms next to the operating 
rooms; when they arc thoroughly washed, according to specific pro 
cedures and an allotted time, they slip into sterile gowns and gloves. IS 
scrubbing must precede that of the doctors, since the nurse wi 
expected to assist them in their scrubbing and gowning. The r5 
patients are in the corridor or preparation room where they have een 
wheeled by an orderly, and they are already in a semiconscious sta e 
from sedatives. . 

With the arrival of surgeons on the scene, the tempo of preparatio 
increases. Nurses are now untying the sterile bundles and spreading 
instruments out for instant use. Usually orderlies and the charge nur 
260 
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arc checking lights, suction hoses, etc. The «djdi> 
tanks and dials at the head of the operating ta e. scrubbing 

more advanced colleagues, the surgical dJtter occurs 

before the operating surgeon appears. M 1« ^ hcn ^ op£rating 
between these younger doctors and the • l t ^ c tone 

surgeon, an older and more dignified surgeon, sta an e ’ ven morc 

of levity may decrease markedly. His appearance g c £ tbe 

alert and faster level of preparation on the part o ° f or 5U rgery; 

operating team. The nurses assist the doctors 1 , j, an J w hen 

they hold gotvns ready for them to step mt° ’ robbcr gloves s o that 

the gowns are on they tie them secure y. y be[orl . {hc ; ncision 

the doctors can put them on more easily. At S . . ^ cen C stab- 

has even been made, the motif of watchful Jf 

lished between nurses and doctors in the P roccss , ^ anesthetist 
Now the patient has been wheeled into theroom ‘ md the a ^ 
is busily caring for him, making him com ° a „ ion ** j n this 

thetic. [The anesthetist is the patients ire establishes a close 

venture, the person who reassuringly sedates ,rr * ^as ^haps pre- 
personal connection.] In a difficult case, t e s g ^ tQ use a nd 

viously consulted a colleague about the tec niC l uc r cu tting draws 
what conditions he expects to find. As the moment of cut his 

nearer, however, he is “on his own as t e ca f doctors and 

lonely responsibility is mitigated by the presence o 

nurses, but he must be the key deciston-ma er. ^ ^ rMchc( j a pi - 0 per 
At the signal from the anesthetist that P ^ fSt j nc ; s ion. [Th c 

depth of unconsciousness, the surgeon ma es cooperation of 

patient has already been draped and P^mte , j mmc diately, by 

house staff and nurses, under the surgeon s ir ^ eon calls on the 
spoken word or conventional hand signa s, ass ; s ting at the 

nurse for sponges and instruments; the young clamps which 

operation are brought into play to hoi rctr ^, : n the operative field, 
staunch the flow of blood and keep visibi lty g , . Jt to beep check 
At each stage in events, the surgeon consu ts 1 3 per3t lon may actually 

on the patient’s condition. Some portions o , j s always in close 

be performed by the surgeon’s assistants, a oug ^ ^ maf b c f status 
supervision and handles the critical ™ oV ^ s 1 , imS j ac tual surgery is done 
to be allowed to work in the operative e > an familiarity gained 
only by well-trained resident doctors. Ne\e e es , v j ta j p 3r t of the 
by simply holding the wound open for the surge 
young interne’s experience. t, * n the room. The surgeon 

There are two parallel status lines at wor ‘ wfn p aS ses them to 
passes on commands to the senior resident, w ° , initiates action 
junior residents and internes. The scrub nurse 
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' for the circus »« 

authority are crisscrossed by order -.turn h g is scldom 

-r-ssris ft r= f ^ 

anSer^with respect to the patient, ^ 
leneth of time required to close the wound. As the closing p g 
there is a visible relaxation of tension and vigilance; joking ecom 
freauent and the pace of work more leisurely. Before a stitch can be 
taken, however, the nurses must count the sponges used ,n * £ \ ’ 

as a safeguard against leaving foreign objects m the pat e it f 
Here, at least, the nurses do initiate action, since the surg 
their assurance that the sponge count is correct. 

During the sewing-up phase, the junior members of the surgscal team 
usually take a more prominent role than they have in ear le 
Often the chief surgeon will remove his gloves and stan am 
ting, or even leave the room entirely. The resident is left in charge, and 
he and the internes proceed to apply the finishing touches. After all tb 
sutures are in place, the anesthetist takes charge of dressing the patient 
and moving him from the table to a cart which will return 
bed. In this he is assisted by nurses and usually an orderly. , 

the junior doctors will help out, but the chief surgeon is no 
in this phase. , , . m 

At length the patient, anesthetist, and doctors have lef 
The nurses are last to leave, as they are first to arrive. They pic P 
doctors’ discarded gowns and gloves, and prepare the room or 
case. The whole process, requiring from thirty minutes, to six o ^ 
hours, has included a large cast of characters exhibiting muc 
munication. Yet they are so familiar with their jobs that t c num 
spoken words may have been slight. 


A marvelous example of outstanding team, work as * a ^ 
Although innumerable orders have been precisely respon e °> 
of them have flowed from the dictates of the patient s P r ^ se ?^_ 
condition. In a very real sense, few of the directives issue ^ 

eery are arbitrary decisions on the surgeon s part- R > . 

analysis, the patient’s needs have been the controlling e em . j 

*ua,io P m Thus the person who seems to have =ta-W- 
of exerting authonty-the supine, unconscious J c o£ t he 

assumed the star role and preponderant influence on 

drama. 



263 


THE OPERATING ROOM 

Before aseptic surgery had replaced the antiseptic sprays o£ _ »„ 
noted surgeon used to pause before the operation an in o j 

let us spray.” This irreverent remark typifies an nnp-w* •**« 
life in the surgery; where the job to be done is mtrms.cany abnormal 
and fraught with anxieties, the atmosphere is dehberat 
mundane and casual as possible. In this most seriou ma ] 

efforts are made to keep the psychological "P^ved toTl 
Energies must be mobilized for the work its , are not 

off in unproductive fear and anxiety. While operating <-f ear f u l 

places of levity, and Ars Chimrgica advises the : surgeon . 
in dangerous things,” the pattern of joking an sma drama, 

the most striking feature of surgery to the outs.den There ^ ^ 
but only a fraction of total operating time solemnity. 

Hollywood stereotype of tight-lipped tenseness a a p er - 

The self-consciousness which one would “Pf? ° lifc - n his hands,” 
son invading another's body, and literally ho 1 S . b must he 

is for the most part dispelled by technical consi era > an(J jmc ). 
done, a careful, exacting task, and this is the ocu <^ st ; mpr cssion 
feet. Operating rooms, then, arc workmanlike, 
dispels any thought of “constant crisis.” rnmmon. They 

All operating rooms have some characteristics “ "^res, 
also fall into certain recognizable types accor mg some wa ys 

such as the kind of operation in progress. Yet cac 
unique. 

A. Features Common to All Operating Rooms 

1 • Drama, Excitement, intensity and Air of lfitc 

Surgery U so obviously worth-while and effective th ^ cf aspects of 
t0 comment on its importance. Yet there are ma as j s< j n the 

medicine, equally vital, which lack its drama i ^.j n g done is 
operating room, there can be no doubt that w j m portance of 

dangerous and vital. Because we all share a be ie security, any 

die body, because it is a basic part of the human . q signific 30 *’ 
drastic manipulation (such as cutting) i s , 1 imposes im- 

Furthermnrr mnw to rnrer and change the bo y 


drastic manipulation (such as cutting) lS Kodv 1 imp° scS ‘ 
Furthermore, the power to enter and change the boay 

the body on the t» M * 

1 It has been remarked by many observer* tba r ,n ^ "rerton*' become* an 
* 1 ™ lo "R« a human being in his fullest significance. The ^ possible. A* 

that a complete emotional response to him is no longe 
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mense responsibility on the part o£ the surgeon and creates an 
phere of awe. The operating room is dramattc, even though it does 
not resemble the movie version. Each operation rs a .problem,* i « 
lenge, whose course can be plotted but not thoroughly predated and 
which will have far-reaching consequences for the patient. 

As one graduate nurse expressed it: 

Down here you have the patient at the most critical time of his life 
and you know by the time he leaves the operating room what h.s chance 
are. You feel as if you are really important in his life. You re only wi 
him a little while, but still it’s the crucial time so far as he is concerne . 


We have stressed the mundane aspects of the operating room, an 
pointed out the joking air which is often found. There is muc ta 
of fishing trips and bridge and much mutual banter. This re uces 
tension, but cannot abolish it. A recurrent sign ^ of tension is t e 
tendency toward quick flareups of “temperament” or irritate an 
antagonistic remarks. An example of this tension is foun m 
recording of part of an operation by an observer seated in the ga ery. 

At this point, we have an interesting piece of interaction between the 
scrub nurse and Dr. M. The nurse hands him one swab, retaining 
another in her hand. He takes the swab as she hands it to im, a 
throws it angrily on the floor on the other side of the operating ta e. 
He asks, “Is this phenol?” (referring to the swab left in her other hanci;. 
The nurse replies (pointing disgustedly to the floor), That one w 
phenol. This one is alcohol.” Dr. M., “When I called for pheno 
minutes ago, I meant phenol. I've got to swab that whole end o . °' 

get me some phenol.” The nurse then fills a small cup with p cn0 an 
hands it to Dr. M. with a swab. This procedure he accepts. 


chief surgeon once remarked to an observer seated in the gallery of the operann 
’This is a man; just wait; we'll put him back together again and you see. 

A Nobel Prize poet has also commented on the patient as object: 


Or, take a surgical operation. 

In consultation with the doctor and the surgeon. 

In going to bed in the nursing home. 

In talking to the matron, >ou arc still the subject. 

The centre of reality. But, stretched on the tabic, 

You are a piece of furniture in a repair shop 
For those who surround you, the masked actors; 

AH there is of you is your body 
And the “you” is withdrawn. 

— T. S. Eliot. The 

(Reprinted by permission of Harcourt, Brace and Company, Inc 


CocktM Forty 
., New York) 
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Dr M is now under great tension. It shows. His remarks become more 
brusqutb’ irritated, profl. Whe» " ^ £ J SS - " 

hngers. Let's 

see this thingl” 

2. Emphasis on Teamwork and Cooperation 
Every operation is a cooperation. In surgery, no one ctm go . 
alone.” Each person is dependent on many others and 
of course dependent on all. So necessary is tcamwo . n get j n 

of the job, that individuals who are P cr “? a y a ° f S ° f an operating 
concert during the course of surgery.' The members of ** J eraung 
team are so close-knit and understand the task m tooughly ^at 
verbal signals are often unnecessary. A language og operation 

whose meanings are crystal-clear to = “fv f 0 ^ emdon 
intently. Perhaps the outstanding examples ot mtui v 

occur in these pairs of team members: 

surgeon-nurse 
surgeon-anesthetist 
surgeon-assistant surgeon 

To the nurse, the intimate comprehension ol *e 
and his recognition of her competence, may ec desirability of 

of her job. That both nurse and surgeon recognize the desirability 

a close harmony is illustrated in their own comme 

Morale is high in the operating room bemuse there is a team spirit. The 
finest point in die nurse's life comes whence « ^f^^hing 
fully accepted as a member of the tea • surf vcon will 

changes. Ihere is almost a dean break -tth is 
recognize you and call you by nam . faU vcry wonderful 

broken, and you know you are accepte . y nursing lies in 

about this. The main reward for doing operattng room nursmg 

a special relationship with the surgeon. or nU rse 


band c 


2 la this, the operating team is like a jazz band to Chance did 

the members o£ the famous double-play combtnat.on of T.nkcr to 
not speak oS the field for many years. 



the give and take in hospitals 

Both instruments and nurses have to be worked with for a rouple of 
years before you know them. If she (nodding at nurse) stayed with the 
same guy for two years, she would do everything before he cten 

asked for it. ! „„i or resident 


It is obvious that the surgeon and anesthetist must work together. 
The depth of anesthesia needed depends on the type of operation an 
the various stages in its progress, while the surgeon must be Kept 
informed of changes in his patient’s condition. 

We then got into a discussion of how the anesthetist works. Dr. D. 
described as the most important, perhaps, a close cooperation wit t e 
operating surgeon. He said it is desirable that the anesthetist know c 
surgeon well, know his technique and be able to cooperate wit ,m 

almost automatically. , , 

—An anesthetist 


3. Technical Criferia and " The Religion of Competence 
Efficiency and expertness are stressed in all operating rooms. This 
is due in part to the complicated nature of surgical work and it rests 
on an exacting knowledge of many factors. Unpleasant personal c ar 
acteristics are often overlooked if competence is high enough. e 
irascible surgeon who is nevertheless highly respected for his s i ,s 
almost a legend. Colleagues and nurses judge doctors according to t e 
mastery they exhibit. . . 

The importance of cleanliness also emphasizes efficiency. The ritua 
connected with asepsis imposes a precision which is carried ove ^ # 
the nonstcrile portions of technique. The surgical job is so deman mg 
of precision that it sets a standard of mechanical perfection for a 
related jobs; because surgery must be orderly, the tasks that faci ita e 
it must also be orderly. A “neat job,” then, can describe everyt ing 
from a virtuoso performance by a heart surgeon to the measure 


folding of towels by a nurses’ aide. . , . 

In the surgery, all tasks are “obvious” and can be quickly ju g c 
by ideal criteria; nowhere is the American talent for, and admiration 
of, “know-how” more clearly shown. Precise technique is necessary ° 
good surgery, yet possibly this emphasis also has a subsidiary un 
tion. It keeps die hands and mind busy on detail in a setting w cr 

s It should be remarked that this comment not only stresses the importance : . 

tunacy and experience in teamwork, but also unconsciously expresses the sharp p 
differences by comparing the nurse with an "instrument** of the doctor s. 
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excess imagination or sensitivity might interfere with the psychologtcal 
boldness required. 

4. The Surgeon's Authority 

The surgeon is like the captain of a ship He « *»“* ? 

for everything that happens in t e oper chief of surgery 

The surgeon’s authority is un< ? U “ t, °j'J b ^v«n ' authority and 
related factors. First, there is the "S ^ {or somcthing must be in a 
responsibility; a person held t es a b 0 ut. Great response 

position to affect the process by ' _ . the surgeon is at the 

bility demands great grants of posve . ’ j ideally he knows 

top of a hierarchy of skill. He is not * e room His com- 

more about the job at hand than any aura 0 f mag | c 

petence confers authority upon him. Third, there 
and reverence surrounding the su ^ g “ n * j ways , it is a constant 
Although authority is mitigate Relaxation D f direct exercise of 
characteristic of the operating ro - c ] ose work relations, 

power may occur when long ehTthird factor. The 

especially those between doctor an % weakens respect 

surgeon’s failure to meet ; standards of comp ^ ^ trans . 
and leads to implicit resistance nverDO wering position is almost 
gression). At the least, die surgeons «£££« ^ ong the lower 
certain to produce an undercuxr iUustrated in the exasperated 

status members of the team. T 

aphorism of an operating room nurse: ^ ^ ^ ^ ^ 

Nurses spend half their lives waiting 

waiting for them. , 

5. Physical and Psychological IsoFolioo Irons (he fiesl o 

t. ",z;“'„.i. - “t; osmesis 

is always separated from the hospita surgery and brought back 

or part of a floor and patients arc » personnel rarely visit K. 

to their beds by orderlies. Other h p on lookers tend to dis- 

Casual visiting is prohibited, since nones^on ^ 

nipt the precision of work and increase the danger ^ ^ ^ 

<n,e ipo™. confined ,p.*l 1 iTJ»e wi.h H- >*•» 

tribute to the turgeon'i feeling of ««*»"• Hc ’ 
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This isolation of the operating room means that to other employee 
it is strange and forbidding. They are on the “outside" and apt to be 
both curious and in awe about what occurs in the sanctum. 

Conversely, the surgical staff, from doctors to maids, develop a 
strong feeling of camaraderie. They recognize their status and role 
as a special group. Their world is the operating room, not the hospital. 
This results in great warmth and cohesion, and the sharing of many 
values. 

B. Types of Operating Room 

There are a number of types of operating rooms which share sec- 
ondary characteristics, which modify and supplement but do not 
drastically change the conditions noted above. 

1. The Extent of Teaching Carried On 

Operating rooms vary from those with no personnel in training to 
those that train student nurses, internes and residents. Where there 
are students, part of everyone’s energy must go into teaching. A spirit 
of questioning and striving is kept alive by the presence of students. 
Surgeons, nurses, and surgical techniques have little chance of survival 
unless they keep up to date and competent. 

Methods and attitudes undergo constant changes as the operating 
room keeps pace with medical science. The surgery evaluates its work 
against high standards. The stress on competence is heightened be- 
cause every case is a model for the learners. 

Division of labor is greater in teaching hospitals. More hands are 
available and there is a constant effort to split off suitable practice tasks 
to give the student experience. Both the nurses and doctors gain in 
competence by following a series of stages. Nurses progress from 
circulating duties to those of scrub nurse, from easy to hard cases. 
Internes and residents progress from holding retractors and suturing 
incisions to the actual work of the operating surgeon. 

With a great division of labor, it is more difficult to achieve coordi- 
nation of all the parts. Planning is essential and interpersonal, relations 


responsibility of 3 difficult job. In one hospital where the door leading to the hoip' 
corridor remained closed, but the scrub room entrance always open, the latter provi 
easy access for interested colleagues. Fellow surgeons would drop into the open door * 
the scrub room for 3 casual chat or consultation. Numerous observation*^ demonstrat 
convincingly that certain elements of support were derived from this situation. 
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take on added significance as more people are involved. Morale an 

skill must be high to insure sm “ th ,. f ” n “T e n ? M ching hospital. The 
Differences in prestige are multip medical and nurs- 

ladder of status has many extra rungs for both 
ing staffs. There are the 

circulating nurse, between the chief g in competence 

and the resident and interne. Stu en thrust suddenly into 

through clear and manageable stages differences in prestige multiply 
full professional responsibility, but nurses describe the 

opportunities for friction. Two operating room > nurses 
way behavior emphasizes status-laden 1 er , _ rat : ne 

They asked the question, “Who is the Jj”' Pj*”“ with, “The 

room after an operation?” And imme back from the table, 

surgeon, of course.” They said first e surg a b cap on the floor 

takes off his gown and gloves s an ^ f cloSe up the incision and 
and walks out of the room. Then wn 7 a nd gloves and dropping 

then they leave, also stnppmgoffj h E described how even the 

them in a heap any place on . opcrat ing table, perhaps 

young resident will rip off a towc - t to t h e floor while pre- 

with several instruments on it, an } resident will wait 

paring the patient to go back downers ^ ‘^veryone has gone 
for the nurse to untie his gown and t he p lace and 

die nurse nr uurses and the anestheust are left to clean up 
get the patient back downstairs. , , do 

Miss R. exclaimed, “After the great big h hn down- 

you think moves the patient baco Mi „ M . interjected, “Yes, 

stairs? The nurses, of course. A P° , shouting at you for two 
that is what happens. They just walk out after shouting 

solid hours.” 

When students are present, each stage of *' t 0 ^ r ““ rgcons converse 
fully scrutinized and explained. A ° U S , r t b c surgeon or his 
during the course of au f 

assistant or the senior resident to y esoect to the amount or 
Students also introduce problems wi onc man qo operate, 

participation allowed them. In s . ur6 'T’ stud j nts „„ practice directly, 
whereas in the teach.ng of median tentative diagnosis, and 

make their own examinations, teach the to physician, 

propose treatment for the criticism o ‘ ooints up the dilemma. 

There is a story of a young interne which points^ ^ hJ( , 

After a particularly impressive piece 
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performed the operation took the rest of the staff to the surgeons' 
lounge for a discussion. At length he turned to the interne whose on y 
duty at the operation had been to hold the retractor, and asked Wha 
did you learn from this operation, my boy?” The interne replied 
think 1 have definitely established, sir, that the assistant resident has 
a terrible case of dandruff." Yet the chief of a neurological surgery 
department said that in his own experience the very gradual increase 
of responsibility was an excellent introduction to his specialty, ana 
particularly that as a result he did not feel under too great pressure 
when, at length, he had full authority. . . 

Problems o£ organizing the work in a nonteaching hospita 
fewer. On the other hand, the team members lack the stimulus o 
being on exhibition before an eager, questioning group of students. It 
might also be pointed out that they have no scapegoats as ready at 
hand as students. Student nurses and internes appear to be legitimate 
targets for the impatience and anxieties of surgeons, residents, an 
nurses, who can vent their anger on a circulating nurse who trips over 
her own feet, or an interne who is woolgathering, without disrupting 
the rapport among the key team members. 


2. The Difficulty of the Case in Progress 

The relative seriousness of an operation determines many of the 
features of an operating room. With more difficult cases, as a ru e, 
more personnel are involved, greater time is consumed, and a greater 
number of instruments are used. In these important ways chest °P^ 
tions in two different hospitals will be more alike than they are l c 
a hemorrhoidectomy in either of them. While it is true that no two 
operations are ever exactly alike, the major varieties show e nite 
similarities. , 

In a fairly easy case, the atmosphere of the room tends to be rat e 
relaxed and is less demanding of strict attentiveness on the part o a 
concerned. The lowered tension results in less friction, but thoug t ere 
is less pressure there is also less excitement and feeling of importance, 
and there may be complaints that the work is dull and routine, t a 
the challenge is not great enough to hold one’s interest at a mg sus 
tained level. Precise coordination is also less difficult in a minor opera 
tion because fewer people are involved. . , 

In the teaching hospital minor operations give an opportunity 
the student to advance in responsibility. A surgical resident may 
given a vein ligation as his first solo operation, or a student nurse may 



271 


THE OPERATING ROOM 

serve as a scrub nurse in che same operation. It is not true that these 
cases are taken casually, but they do allow a greater margm 
and seldom require split-second timing. 

Since minor cases are usually short, they are Ies > <«£“* ^ 
long exacting surgical effort, physical exhaustion may , lengthy 
of temper; mistakes are less well tolerated toward the close of a lengthy 
job. Often a long case will involve ^3 

nurses, and make tight coordination mor r •„ or cven 

need physical endurance to meet the exacting d^ands o »x or even 

eight hours of consecutive work. A noted surgeon once spoUofthe 

possession of “good legs" as one of thc / |Ua '“ S ° * j tin g rooms could 
There are undoubtedly other ways in which operat g 
be classified (for instance, whether the surgical staff > P > { 

but these two characteristics, the extent of teaching and the nature 
the operation, appear to be the most signi cant ones 

C. Unique Features in Operating Rooms 
The unique quality of each operating room an o eac op 
seems to be due principally to three factors. 

1. The personality of the surgeon 

2. The personality of the nurse 

3. The creative course of surgery itselt 

Some features of the personality of nurses and surgeons* 
resulting from tension and fatigue, S^^urfSSn for 
authority, have already been discussed. . „_ S( . but there 

the stereotypes of the irascible surgeon an e s P individual 

are a host of actions, attitudes, and traits which make ^ ^ 
in the surgery unique and modify the be avio jn fl uencc 0 f the 
determined by the situation. An illustration 0 f ta ikj n g and 

surgeon’s personal tastes is variation in the amount of S 

joking during the operation: 

An operating room takes its tone from the P eB, ^ T I ^^'“iote, and 
surgeon. It is not a joking place if the “Tj’fc,. t0 ,alk while operating, 
not a talking place if the surgeon doc and their varia- 

[The nurse /escribed several different staff ^ She sJd that Dr. 
tions in operating room leadership an atmo P^ ^ ^ witIy 
T’s operating room was always very f X . ; rt i v business.} One 
changes, while Dr. H’s, although frien y, ^ . ^- s room , while 

distinguished surgeon allows no talking whatsoever in 
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another is so jovial that he always tematks during an operation that he 
considers himself very lucky to have been given the very best nurse 

available for his operation. , ir ._\ 

—Interview with a clinical instructor (a graduate nurse; 


Nurses may be impersonal or warmly involved, although they 
usually follow the surgeon's lead. When a nurse and surgeon are 
extremely well acquainted, and have between them the bond ol count- 
less shared experiences, their mutual personality adjustment may 
enhance greatly the technical efficiency of the team. 

Surgery takes a different course each time it is performed, tor t e 
bodies o£ patients are by no means uniform. But the truly indivi ua 
character of some operations stems from the creative element in new 
types of surgery. Perhaps a maneuver is being performed for t e rst 
time; perhaps the operation is exploratory and uncovers an unexpecte 
cancer; perhaps a dramatic turn of events provokes an unanticipate 
crisis. In any event, something has been added to routine an t e 
operating room acquires a distinct spirit of excitement and discovery. 
In surgery, as in any other creative activity, there are novel aspects 
which cannot be rigidly classified. Part of the peculiar charm o t c 
operating room lies in its creativity, the fact that routine may a ways 
be upset. If there were no possibility for innovation and inspiration, 
if surgery were really “routine,” it is doubtful that it would appea to 
the caliber of persons who are attracted to the operating room team. 



CHAPTER 


SOME ASPECTS OF AN 
OUTPATIENT CLINIC 


Introduction 

THE OUTPATIENT CLINIC and anajcneyn* 

at which hospital and community meet in eir patients 

form. With no private physician . o " S ^ 

and hospital staff are thrust together in a y ju s . The 

from critical accidents to routine of human 

immediacy of these contacts generates e avi j who has 

warm*, including *e pa*euc gratehdness of shopping 

found a haven and the brusque impers ty - advantages 

for a service. In serving outpatients *e hospita .j not f ree> less 

not found in its relations with inpatients, t e c. ■, show 
expensive to the patient so that he may often be arc 

gratitude and compliance, and housekeeping sp eaking, one 

minimized. However, there is a > so ' P 3 ^” 0 ? , h /i oss of leverage 
great disadvantage for *e hospital sta - ^ hospital system, 

which follows from *e patient s indep clothing which lends 

The client does not stay, does not give up adjusted patient, 

him individuality, in short fails to become ^ e-comes a real part 
He brushes against the organization but ncvc or ] css fully as 
of it, while *e inpatient enters the system m 
soon as he occupies a bed. rrenon. and even 

Outpatient clinics vary a great deal from regi Eastern 

from one local institution to another in the same city. In many 
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areas the clink preserves much of the traditional character of <h= hos- 
pital as a charitable service for the most unfortunate segment of th 
population. While small fees may be charged, they are often so nominal 
that they emphasize the clinic patient’s dependency rather than mini- 
mize it. In the West, where hospitals have tended historically to serv 
the entire community, the clinic also is used by a much wider 
of the population and it charges fees more comparable to those charg 
by private practitioners. ...... 

The clinics we have observed are nearer the charitable type, 
we found is therefore far from typical of outpatient services every- 
where, but it is included since it clarifies some of the factors w ic 
influence the human organization of the hospital. 

Our most intensive clinic study was in a metropolitan hospita , 
patients represented many types of nationality and personality, a t oug 
almost all were from low-income groups. The hospital was prou o 
the clinic, and its long history represented a very substantial contri u- 
tion to community health. Altruistic motives were reinforced y t ie 
need the clinic met in providing training for medical students, icrc 
was an especially strong effort to maintain personal relationships wit 
the patients, an effort which seemed largely successful as the result o 
alert performance by staff members from physicians to c ^ cr ^ s ' ct 
must be stressed that the doctor-patient relationship is a problem m 
the outpatient clinic, because the goal of serving large numbers rapi y 
and inexpensively naturally conflicts with the goal of fostering an 


intimate therapeutic bond. 

Clinic work of the sort we shall discuss must be distinguished from 
emergency surgery. Although emergency cases arc indeed outpatients, 
their care obviously differs from that extended on a regular, schedu e 
basis in the clinic. The emergency room probably requires a unique nurs 
ing skill, and certainly attracts a more varied economic range of patients. 
Further, the relationship to patients is by definition one of extreme 
urgency; the doctor is concerned about an immediate problem, stitc 
ing a wound or ministering to shock, rather than a course of planne 
treatment. Yet the parallels must not be overlooked. There is c 
direct, frontal meeting between patient and staff noted earlier in t 
situations, and a certain similarity in the nurse’s role might be P oint £ 
out. The nurse plays a larger than usual part, including more o t e 
doctor’s function, in both kinds of outpatient facility. In the surgery 
she must care for the sufferer until a doctor can be summoned. In t e 
clinic she may herself give routine treatments, and she usually as 
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,0 guide or comfort the patient before and after his necessarily brief 
session with the doctor. 

The Work of the Outpatient Clinic 

A full-fledged outpatient department is really the : hosp.t ™ n,a ' 

ture. The patients are not fed or and ,f ciried 

not performed, but virtually every other hospital s ‘ 

out. Despite the fact that the clinic draws constandy on parent 
institution for special services, its very L cn dence from the 

tends to promote among its staff a sen ^ , world is height- 

total system. This feeling of being in a Hi or floor, 

encd by physical separation, for the clinic ^ , aboratories and 

or sometimes a separate building of its ■ i, ccn ingroup 

the social service department, the clinic setting wh j ch bolsters 

sentiments, a mood of exclusiveness or special " ™ thc 

internal morale. Also like the other rather independent ^grou^ 
outpatient staff may pay a price for jistcr departments. One 
indifferent or antagonistic relations hosnital where the 

striking instance of conflict occurred in a genend h<npi a wh 
executive in charge of the clinic resented outpatients, 
“interference" of the social service departmen i : ob in ,his 

Obviously, the trained social ' v0 '^ er . . aS howe 7er Competent it might 
area, but her performance of that jo , responsibility 

have been, did break into the exclusive, special sense of respon 

thc clinic director held toward her patients. b c li nic and 

Another point often at issue in the enjoy. We 

the total hospital is thc degree of free . j ranee of services 

have noted ffiat in providing an extremely broad ^ ^ 

the clinic tends to duplicate the hospita o enc j ence . Yet out- 

have its own budget, whichac^ ,ta: ^““^er Eastern 
patient work is a constant drain on h p whieh the hospital 

institutions, the clinic produces a c relations between this 

must meet. One should expect, then, *at therelat. ^ 
department and the administrator wi j cast t0 the extent 

problem. Policy must naturally folj ov f * ? . L jj, e administrator’s 
that the independence of the clinic is , casc in which the 

attitude toward the deficit. Even m an o j a j understand- 

clinic director and the administrator enjoy policy was inevitably 

ing based on long cooperative 1 outpatient clinic is 

oriented to justifying the size of the 
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tWote limited in its autonomy by financial considerations as well 
as by its need for cooperation with other hospital elements s 
the medical staff, pharmacy, and OTcialserfiadepartment. 

The general flow of work is ordered m a definite pattern, y 
greatly, as medical work must, according to die volume and type ot 
eases. It is perhaps more nearly a routine than one finds in most 
sections of the hospital, but the exact timing of patients is unpredict 
and long hours of waiting are faced by nearly all clients. On a par- 
ticular service, for instance the arthritis clinic, the number p 


fluctuates enormously from day to day. , 

The patient is first met by a clerk or, in some clinics, a nurse 
serves as “gatekeeper” in a manner quite similar to the a mission 
office in the larger hospital. The first admitting interview is designed 
to gain basic identifying information; in a heavily subsidize c mic, 
it may give special attention to the patient’s financial bac groun , 
since his eligibility for care must be demonstrated. He is then re erre 
to a physician, who assigns him to the appropriate service or service 
for his illness. The critical importance of this diagnostic step is o vious, 
for once the patient begins to attend his assigned service his visits ten 
to become increasingly routine. Here he acquires a chart and procec s 
to the service; the chart will follow him throughout his career as a 
clinic patient. When he reaches the service, a nurse begins her ir |^nsive 
and extensive relations with him. On succeeding visits he wi ta 'C 
his chart from the clerk directly to the nurse, and she will gui c im 


before and after his session with the doctor. 

Over the whole network of admission, referral, treatment and return 
for further treatment, the clinic staff engages in a task, a watch u ness, 
that exceeds purely medical considerations. The outpatient often nee s 
guidance and solace as much or more than he needs medication, very 
staff member is involved in something like psychological cr ^Py» 
educating the patient to deal with his illness and to use the c | n,c 
facilities intelligently. The outpatient in a free or nominal-cost c * ni ® 
is unlikely to be a confident, assured human being, since the cr, PP ,n ® 
effects of poverty have been added to the crippling effects of 1 ness. 


The Patients 

Except for prenatal cases the patients tend to be elderly people wo 
eke out a marginal existence on pensions and social security, or o 
workers whose illness has forced them to stop or limit their activi \ • 
r*; there are a certain number of emergency cbentr and 
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younger people who ere enervated by chronic disease. But 4e Wt 
of fe patients are over fifty years of age and a large percentage face 

tt* to be facing a rather b.eah world outside 
the clinic. He is burdened by his il ness, the empune s of h^h fe, 
and the unescapable realization that he is an o jec 
generally passive, somewhat bitter, somewhat confused^Not aU pa 
dents are thus bowed down, but the 

cause much comment by clinic personnel. The mo" sp. P 
may become pets of the staff, or, srnce they do not b*ave 8 

to expectations, those who show too sturdy an “dve and 
become scapegoats. By not -acting like a dime pa. nt 
forthright individual may irritate nurses and doctors who 

to treating submissive people. ■ j h., hospital 

Those patients who are older, and whose hves ? mm 

are rather grim, may look upon clinic day as a nin jn a ve ry 

showed up at his scheduled dime at 8: °° sta( f member had 

heavy snowfall when traffic was so enpp e hobbling into the 

yet arrived. Another elderly woman had 

arthritis clinic each Wednesday despite the ac isiling nur se. 

been made to have her injections given at home M " J ^ of 
She explained that this clinic was her on y PP ^ pleasant 

the house and talk to people; she would no. sacrifice such P 

^Outpatients, in their search for recognition 

tionships, may lean on one another as w Some are perhaps 

enjoy talking about themselves an J '^^hTyare outside the hospital, 
more important as personalities here y inhabitants of fur- 

The corrosive loneliness that often disfigures the ® ^ ,hc hours 
nished rooms is alleviated by informa Reveal what the humor in 
of waiting. The clinic’s hard bare bench* : is a 
the trite phrase conceals. “Let me te y ^ recognition as a distinct 
request for shared experience and a p casual conversation; 

person. Of course not evey patient uMb* “ “‘Lunate the talk 
there are the disaffected and cantankero ridden figures who 

in explosive diatribes, and the frightened, pain-ridden gu 

shrink from contact. 
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The Staff 

1. The Office Worker 

The four principal groups in the clinic organization are office 
workers, nurses, doctors, and medical social workers. The office workers 
act as receptionists and keep records. Records are extremely important 
in the outpatient clinic since they insure a continuity and consistency 
in treatment, which might otherwise be lost in the fast-paced routines. 
These workers also compile statistical reports for the hospital adminis- 
tration, but their work brings them into much closer contact with 
patients than that of most office workers in the rest of the hospital. 
They take the initial basic history; they locate the patient’s chart when 
he comes back for later appointments, trace down laboratory tests, 
and arrange for his admission if he requires inpatient care; and they 
may guide the patient personally to the appropriate location or push 
him in a wheel chair. 

2. The Nurses 

The nurses have a wider range of functions and responsibilities than 
nurses on other hospital floors. On the one hand, they encounter more 
extramedical details (for instance, listening to a patient’s family prob- 
lems) and on the other are entrusted with more responsibility for 
medical care. The patient volume and the limited time of the physician 
require that much responsibility which is usually the doctor’s be dele- 
gated to nurses. Like the office personnel they tend to identify with the 
department and to consider themselves distinct from the total organiza- 
tion, although authority and salary both flow from the regular hospital 
administration. They also appear to think of themselves as an elite 
subgroup, partly because of enlarged responsibility and partly because 
they feel that in the clinic the nurse enjoys a more informal and inti- 
mate bond with the doctor. 

3. The Doctors 

The only doctors at the scene of our major study who do not offer 
their services free are a clinical director and a member of the resident 
house staff. These are the first physicians to examine the patient and 
they refer him to one or another of the clinic facilities on the basis of 
their diagnosis. 

The volunteer physicians are members of the hospitals attending 
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staff and devote one or two mornings a wee* •“ " consulta . 
vidual doctor may see from one to over a dozen p , 
dons vary greatly in length de pendmg a “pr<E 
volume. Despite the pressures of time, an effort l ara P usetl an d 

the doctor-patient relationship; P r ‘ Va “ ““^'^tandk the scheduling 
no formal time allowance is impos . -mrndinc physicians 

of patients but planning is difficult because the attending phys, 

don’t adhere to a strict schedule. e of cases for 

Outpatients give the *%£££££* 

his professional experience, and this is tn p P 

young^octor^ust beginning his private pracdce said: 

I get a variety here; if I'm than I would 

to someone else. I see more cardi , . t k aVe specialists 

in a year of 

around, to exchange points ot view. * 

stone consultations.” ^ ^ 

Since the physician spends only 3 * h ?" p Xbly the' least integrated 
many other professional interests, he P o{ t )ic autonomous 

into the clinical staff. Yet he shares the .. one of 0 „ r doctors.” 

group and is spoken of by nurses an somct j mc s lose interest 

Aldiough his attendance is uregular devotion, effort, and skill 

in the routine cases, he gives a good 
to the outpatients and the other mem rs o 

4. The Medical Social Workers ^ ^ doclor 

Medical social workers act to fact 1 , , t£) arc f or himself 

and nurse. Very often the outpauent ,s conditions and lack of 
properly without expert aid. The poor | ‘ 5 itself in the 

W hygienic knowledge which conmbum , gn0 

case of many outpatients may also t extremely difficult set of 

and economic distress combine to “ j 5dancc , much like 

problems. Most of all, the ill person g orivate doctor. The out- 

that which the more fortunate get ro ”? .. .^ocs at a low price, 
patient must be told where to go or or oranges from the city 

how his diet may be improved by ree the physician 

svelfare department, what the terminology used ny 
really means for his future behavior. . » clinic role is found 

A dramatic illustration of the social workers 
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in an incident involving a teen-age girl and a busy resident physician. 
The girl, a slow-spoken, confused person, had been given numerous 
tests in an attempt to diagnose her nausea and gain in weight. The 
resident had conclusive evidence that she was pregnant, but she had 
repeatedly denied this possibility. She feared her mother’s anger. At 
length, the resident felt he had to break her story and force mother and 
girl to accept the fact of her pregnancy. In a stormy interview, the girl 
confessed; she did not know the father well, and could not expect him 
to marry her. The resident offered to tell the sobbing girl’s mother, 
but she somehow gathered strength and stumbled from his office to 
relay the news herself. Immediately the doctor telephoned a socia 
worker, explained the case, and urged her to see mother and daughter 
without delay. This resident, however conscientious, could not follow 
the situation beyond his office door; a dozen other patients waited for 
diagnosis. It was the social worker’s task to step in and guide two 
shaken personalities, to arrange for prenatal clinic and delivery, to 
advise on the myriad details of the complex pattern to which she had 
been introduced by the resident’s brief message, “We’ve got another 
O.W. [Out-of -Wedlock] down here for you.” 

5. The Clinic Director 

The many people who contribute to outpatient care must be co- 
ordinated into a working unit; hours and types of treatment must be 
staggered to control the flood of patients; the clinic must be represented 
in its relations with the hospital administration and other departments. 
All these, in addition to the complicated financial management, lie in 
the province of the clinic director. This executive, who in one hospital 
is a former nurse and social worker of solid experience, fills a varied 
set of roles. Her abilities ideally range from business acumen in the 
field of cost accounting and regulation of patient fees, to supervisory 
talents, to sympathetic skill in the guidance of dependent patients. 

Certain Typical Relationships 
1. Office Worker-Patient 

When the patient first comes into the clinic, a girl from the office 
takes a brief history and instructs him to wait for an examination, 
newcomer is usually confused and rather nervous, but is immediate y 
caught up in the process by giving the bare details of his history, n 
this public place, with many onlookers, he is asked his age, manta 
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status, and financial condition. The responses am Wdngml diffident 
in tone; and the clerk, although she spea rs ° , mcnt often he 
chief satisfaction in work, shares the patien s t0 

wants to launch into a description of ^.^ti story to *e doctor, 
quell this impulse by asking him to . -mnroaches numbed 

Despite the patient’s passivity which patient 

unawareness, the relationship has some po reassurance 

has a listener who responds by a nod or amile giving^hunr x 

and sympathy. Her relauonship a > « q£ overasse rtiveness or 

the therapy. It may be less than idea ^ c i er k may be 

negative attitudes on the part of the pa • or unsavory 

unable to hide her irritation at the P au “ Occasionally she com- 
appearance, or his display of too firm a sp • . „ f a patient, 

ments to a fellow worker on the “stupidity or , ,"“d reassuring. 

In general, however, this first contact is friendly and reassu g 

2. Nurse-Pcf/e nf *e nurse and most 

After an initial diagnosis, the P 30 ™ 1 ‘ s OQ man y routine return 
of his subsequent interaction is with • ^is treat ments 

visits, he does not see the doctor and the nur flurse knows the 

in accordance with written medica or • bond between the 
patient better than anyone else in the c ml > , intimacy of the 

two is likely to be warm and close. Because ^ expressed toward 

relationship, when hostilities arise they are m 

the nurse or by her. . . _.ii v toned relations with 

Nurses will describe at length their emoti Y gifts> usua lly 

favorite patients. At holidays many elderly lady presented 

quite small, which are meaningful to both. One el V ^ fiye<cnt 
each nurse with a tissue-wrapped ime, patient’s part to 

candy bars. This may at times be as i atte P ^ ^ small way by 
curry favor or a wish to dominate . expresses the 

being for once the giver; but for the most part 
genuinely friendly ties which deve ; op. addition to general 

The nurse gives more than me 1 * ass ; st in a variety o 

guidance and informal psychotherapy, dresses and a coat 

life’s details. In one case, a nurse co ec permit her to be wel - 

for a woman Whose welfare aUowancedm , £ ^ had 

clothed. This gracious act could n . , s history. Such knot 

not been extremely well versed in c P * vc a succinct h c 

edge is not unusual. Both nurses and clerks can h 
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portrait of many patients, and these are a favorite topic of conversation 
among staff members. Though there may be an element of an ^ 

vicarious thrill in peering into other private worlds, it also indicates 
very real involvement of the staff in patients problems. 

A conflict in attitudes toward outpatients which permeates the entire 
clinical staff is most obvious in the nurse. On the one hand she ieeis 
compassion for the underprivileged, and on the other hand a scorn or 
the weak and unsuccessful person which is reinforced by the wi e 
spread assumption in this country that poverty indicates moral turpi* 
tude. There is a persistent undercurrent of aggression against charity 
patients which is rarely allowed direct release but may take the f° rm 
of harassing remarks to keep the patient in line or stories about abuses 
of welfare aid, such as the outpatient who arrives in a limousine or 
the one whose television set is so loud that it interferes with te ep onc 
calls. A certain amount of “bullying” by staff members is per aps 
necessary or at least excusable, since these patients need guidance, an 
may need admonition, to care for themselves properly. 


3. Docfor-Patient 

The effort to make the doctor-patient relationship like that of private 
practice is not completely successful. The recognition that the patient 
is a charity case cannot be completely overcome. The pressure of time is 
greater than in most private practice; the doctor sees the patient or 
only a short time and at infrequent intervals. The patient spends more 
time waiting his turn than in physicians’ private offices. 

The patient in a clinic waiting room is passive, following directions 
meekly, and by the time he meets the doctor he is apt to be in a 
submissive state. His relationship with his doctor is also apt to be ess 
personal than with a private physician because he is used as teaching 
material for medical students and internes. His symptoms, physica 
findings, and diagnosis may be discussed in his presence by a group, 
and he may be subject to repeated physical examinations by stu ents. 
While this results in a more impersonal relationship and may be em 
barrassing or physically trying, it is at the same time a clear assurance 
to the patient that he is being given skilled attention and thought. 

The outpatient usually appears to have a great faith in his physician, 
perhaps in part because of a paucity of medical knowledge. The lac ' 0 
medical information frequently makes a great deal of explanation 
necessary. Since doctors are hurried, this responsibility often a s o 
the nurse or the social worker. 
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4. Nurse-Docfor , , 

Nurses feel that the doctors in the clinic t h° hospital. There 
approachable as human beings than elsewhere i “ P 
is often a joking relationship, with doctors sprnnmg tale of P and ^ 
and mutual “kidding." They come to know each which 

times call each other by their first nan J e ^ equality is enhanced by 
overrides status distinctions. The air o gr^ ^ ^idence of jealousy on 
the nurse’s increased responsibility . n l contrary, when a 

the doctors’ part of the nurses’ larger dut.cs .On die con ra y ^ 

nurse was able to pass a tube down “™“ 3t applaud her 
the interne, the medical staff seemed to welcome and PP 

efforts. , — 4,, , wn is over the doctor’s 

The major strain in the relations etwe tardiness keeps patients 
attendance and promptness at the c ini • since they must 

waiting for long periods; the nurse on ly j n f or mal 

pacify impatient, troubled individua s. y criticism. A 

pressure on physicians through innuendo turd bag* g ^ 
clinic executive and former nurse exc aim , ^ patients later in 

would come on time; they could s cep or P d ^ ab5Cnt from 

at me" in the coifee shop. 

For thT staff the outpatient clinic Their 

arc bound closely together by the ; nr l CDC ndence of the depart- 
cohesiveness is strengthened by the sc ^ 11 . ^ extremely valuable 

ment and the sense that they are per or ® nomous go i ng concern, 
job. They think of themselves as a unit, an a ^ of the human 
Although patients tend to be submissive, thy mcmbcfS so metimes 
relations in the clinic. Their interaction wi act like people 

produces uncommonly warm bonds. ^ actually be more 

who have come home, and their c mic ^ lives, 
rewarding to them than many ot er asp $ amo ng tbe d<*- 

1 Much of the difficulty stems from fact ** «» ^active clin l c 
tors were insufficient to prod all of the™ 1 t _ an d prestige of hi* physi- 

medical d.ree.or amitamd U in f'.'ZgZ* hi. * * 

His prestige was less than that of a Ch* ° . . , c £ service for ward att 

cians had less weight than the request* o a 
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THE LABORATORIES 


Introduction 1 


THE OXFORD ENGLISH DICTIONARY defines a laboratory as 
a building set apart for experiments in natural, science. One^ ue 
the nature of hospital laboratories may be found in the phrase a ui 
ing set apart” for they are indeed isolated (if not literally in a sc P ara 
building) and have a distinctive identity. They are located as a 1 
outside the main flow of traffic, often in the basement. Their wor 
increased so rapidly that hospitals have found it difficult to eep p 
with their need for space. Overcrowding and inadequate room 
storing equipment appear to be universal problems. 

The spatial remoteness of the laboratory is matched to some cx c 
by an isolation from organization of the rest of the hospital, t is r 
that laboratory research has been basic for a century and more in 
development of modern scientific medicine, but the extensive apptc 
tion of laboratory methods directly to clinical problems as e 
relatively recent. In the larger hospitals with teaching an , 

functions, the laboratory for research purposes was well esta is 
before practicing physicians began to use clinical laboratory TC P° 
extensively for help in diagnosis. Such laboratories were able to 
over clinical tasks and gradually expand their services with very i 
change in their relationships to the rest of the hospital. 


1 This chapter is primarily based on an intensive case study and '/‘^dit^Seaver 
the laboratory of a large general hospital which was carried out by -I 
Shea. Her study was supplemented by less exhaustive ones in me 
hospitals. 
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In smaller institutions, devoted entirely to the treatment ol patos 
the clinical laboratory came in often in part as a result of outsrde 
pressure. The place for it, both in the physical plant an s PJ 

tion structure, had to be found. New relat.onsh.ps had to be develop 
quickly if the laboratory were to serve its function. A P J 
older departments had to be won. In the smaller hospitals that 

studied, this process is still going on. , the very heart 

Though the laboratory is recognized by many £ ce i t h at it is 

not only of medical advance but clinical prac studied 

of ver/ secondary importance. The ^"tSn *e nature 
differ very widely in their acceptance by * ^ ox 0 £ other 

and amount of interaction between their On the basis of our 

departments, and in their internal relations ips. Laboratories, 

limited studies, very few generalizations can t * Effect on 

however, are so important both in patient car^ ^ report the 

relations within the hospital that we fe involved, 

contrasting patterns we observed in sp.te of the few cases 

The Function of the Laboratory functions. Its 

The hospital laboratory has a nwn “ j. physician which 
primary purpose is to provide data for ® se 0 f jUness, and 

he uses in arriving at a diagnosis, fo ' !o ™ S nd p l acc its reports, 
judging the results of treatment. In tissues removed in 

especially on post-mortem examinations an w hereby practicing 

operations, serve as a quality control an = performance. In the 
physicians can measure and improve thei organization of the 

third place, the laboratory is part or t e cont rol of infection 

hospital. It furnishes information essentia or ■ logical tests and 
and incipient epidemics through routine research, directed 

special investigations. Finally it is often eng , and ncW clinical 

either to the development of improve physiology, 

tests or to basic investigations in pathology s The techniques 

The laboratory performs a wide » n g c medical sciences— 

employed are derived from many 0 . immunology, 2 nd 

hematology, bacteriology, physiologica c „ * hospitals, the tests 
gross and microscopic pathology*. In c director, but in larger 
are performed in a single laboratory un er c( j sta ffs each with 

ones there may be separate laboratories wit Pf tcsts j, 3VC been de- 
its own medical director. Although t e c ; i ^ t b c basic medical 

veloped from laboratory research in one or a 
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practice, conscientious precision, and mastery of an exac “ n f 
complicated routine. Conscientious precision is necessary not o " > 

Ilie patients’ welfare but because laboratory work is a hazardous p 
tion Safety precautions are necessary and well observed, but the ro 
of “medical martyrs” who have lost their lives in hb ° rat0 ^ 
an honored one and reminds the workers that they are handling 

da m°resp™sMli!y of the laboratory technician usually ends with his 
written report which is transmitted to the clinician. He ocs 
need to know what clinical use is made of it, although most ° r V 

workers have considerable interest in this. On the other an » P 
logical diagnosis and research demand a very broad grasp no y 
the basic medical sciences and their relationship to one another, 
clinical medicine and its relationship to the basic sciences. c , 
fore find in laboratories two quite different types of activity per 
by people with very different training, the pathologist or m 
director and the technicians. 

The Director 

The laboratory director is a highly trained specialist. He 
the tissues removed in an operation or biopsy and con ucts P° 
mortem examinations and makes post-mortem diagnoses, e s 
responsible for the reports of his technicians, and for the traim g 
new workers in the techniques of his laboratory, whet er t ey c 
fresh to the field or have had previous experience elsewhere, e u 
takes an active part in this training. Once he is satisfie wi 
accuracy and conscientiousness of the technician he does not sup 
her work very actively but delegates responsibility to t e c le 
nician. He also delegates to her the organization and assignme 
work. However, when one of these workers comes across som ^ 
unusual in what is otherwise a routine procedure, t e irec or 
hand for advice and help. The responsibility for keeping a reast o 
developments and introducing new examinations and new met 
performing old ones is largely his. Such changes very frc 5*“' n ? ic ; 3ns 
purchasing new apparatus and acquainting the atten 1 g P y 
with the uses of the new tests. 
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Communication with the rest of the hospital, ««pt to ro“tme 
reports, also is very largely through the d. rector. H = * 

laboratory' to the rest of the hospital but hts outsttle contacts are usu y 
rather infrequent. His dealings with the admm.stra or am ap 
involve requests for expenditures for new eqmpment Urger quarter^ 
or salary increases for his workers. Until recently ' fidally 

hospital administrator who was interested in or mor rat0 ry. 

informed about the technical problems and pursuits «**»>*» J 
He was usually dependent on the judgment of the attending staft 

evaluating the laboratory directors competence. fare-to-face 

The dfrector’s work does not often bring hunmrn fee toslace 

relations with the other doctors. If he « ' n S a S“ , an( j 
calls for constant comparison between labora ory attending 

progress of patients, he may have frequent conferences wi* attend ^g 

physicians but many of the attending men arc ^ 

written reports and almost never make a visit^ o^ ^ which ,hey 
Laboratory directors differ markedly , . . and protect 

present the needs of their workers to the gome are very 

them from unnecessary pressures from ot er gr P ■ • co „f or m 

actively concerned for the wdfare of their work «■ Research that 
to the popular idea of the scientist so wr3ppe w h 0 work with 

he is oblivious not only to his own c0 ™ l ° n " hc mf unwo rried about 
him. One eminent pathologist remarked proper test- 

the size and comfort of his quarters, so long as he had pr P 
ing equipment for certain fascinating investi e atio 

The Laboratory Technician become 

Medical technology is a growing fieI ^ ^^^ment or train- 

standardized. There is no single pattern linc i ar ity about require- 
ing. Within the profession itself there is st !« “ n “”^. io ns of labora- 
ments and certification, although the pro essio orderly sequence 

tory workers are making constant efforts to ui ^ st:in dards. Most 
of professional induction and to estabhs minority are men.) 

technicians are relatively young women, t work as a short-term 
A large proportion of them regard la rctar ial and clerical 

career. Like many other jobs, notably cer „. 3VC! of girls 

positions, that of the technician is Piled oy 0 f education 

whose primary goal is marriage, TrL. 

and skill are somewhat higher than for 
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Reasons for Vocational Choice 

We found wide variations among technicians in the nature : o i then 
work satisfactions and in the way they had deeded “P™ h “ 

For the majority, laboratory work appeared to be a satisfying 
fnTenX Z etching job. Lay of these had h^ l- satts ymg e, 
periences in one or more other vocations before getting into laboratory 
work. Mrs. Johnson was an example of this group. 

Mrs. Johnson started out being a librarian and then she became dis- 
satisfied because the position she had was in a small town where she a d 
she could not live her own life. She felt that every step she made w« 
watched by the people of the town and that she wanted more freedom 
than this. She said that she had always been interested .1 the J » M « 
and had considered going into medical technology. She said that 
approached various doctors in the town most of them «id tha 
would be foolish, that a person with her background should not g 
into medical technology work because the field did not require as m 
education as she had and did not give the prestige she should be rec 
ing in accordance with her education and intelligence, owever, 
doctor in town did think that medical technology wor wa s 
important and encouraged her to go into it. He said that i s re i 
she should definitely not work for a doctor in his office, but should get 
into a hospital where she could go ahead and do some more a vat * 
work. At that time there were very few schools of medical techno ogy 
and her choice seemed to be between Boynton and one of the ew o 
City hospitals. The course at Boynton was only a year whereas in e 
York she would have to stay two years, so she went to Boynton. 

A smaller number took up laboratory work as a second choice w bj c j* 
appeared closely related to the career in nursing or medicine w ic 
had been their first enthusiasm and which they had had to give up 
because of financial or health problems. Miss Appely became a tec 
nician when she was not accepted for nurses training. 

You sec, I always wanted to be a nurse. I went down to General to a PP^ 
and made the mistake of admitting that I had had scarlet ever, 
nurse there said, “What did that leave you with?” and like a dope 
said, “Kidney trouble.” Then she told me that they don tie to a 
girls who have kidney trouble, so I was out of luck. Somebo y to 
about the technician course up here and it sounded very interesting so 
decided to try this. I am really more enthusiastic about this work than i 
could ever be about nursing. Maybe that’s just an idea. I don t have any- 



THE LABORATORIES 


289 


thing against nursing. I just think I like this svork better. It teaches 
you^nore’things'than Jsing would. You go into a lot more : and you 
get to see the patients just as much as the nurse does. Were up 
floor almost every day. 

For Mr. Cole laboratory work was a substitute for a medical career: 

Mr. Cole told me that he had a B.A. degree plus two ^“ 0 * 
medical school. After his second year in med.cal school, he W ™ ' 
of cash; but before he get back .os school dgoUt m on 

served four years in the Navy and then h license. Cole 

had taken a course as a medical techntetan and has ta hcens 
told me that he is now married and has two ch.ldren to support, 
this reason he doesn’t know i£ he is going on. 

Among the technicians whom we interviewed, there ? 

few for whom the work was the first vocattonal cho.ee. Mr. o 
appeared to be one of these: 

As a matter of fact, our family doctor sc hool but my 

I was unable to decide what to do. 1 " ran “ S to c0 Hege for four 
parents weren’t able to support me. I wanted 1 to gt . to « . eg ] ^ 
years and then come into laboratory work. However, 
in it, I like it very much. 

“Ilians whom we in.-iewed 

were very happy in their jobs, though > p or a relative few 

ably in the kind of satisfaction they got o * q $omc laboratory 

the work itself was intensely interesting. f or w hom the 

workers who had a consuming scientific in t b c workers 

work represented a lifelong career. T "J^ies and most concerned 
who were most acuve in the P rof ' ss,on hicving recognition for the 
with raising professional standards an ^Knirians usually came 

profession? status of the work. The chief 

from this group and their enthusiasm an « fo maintaining the 
standards of competence contributed imp wor ker had an 

quality of work in their laboratories. c - s £ ac{ ; on W as increased, 
opportunity to assist in a research project, er ^ hand, the job 

For a considerable number of technicians, o those of many 

itself seems to offer less intrinsic satisfaction t a ^ in ,he 

hospital workers. The work is not drama i 
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of satisfaction appears to be the pleasant human relations w p 

^Laboratories are quiet places. While the work is «acting, it quickly 
becomes habitual and there is opportunity for free “ nvers “° “f anec 
much of the working day. There is much mutual «ch“g ^ 

dote, outside interest and serious concern. Homogeneity in g 
and the isolation from the rest of the hospita stimulate group feeh^g 
svhich is often so strong that it seems to isolate the tecHmcr 
during their off-duty hours. They tend to eat together as a group 
,0 take their rest periods together. They reported very 
contact after hours with people from other parts of t e i P 
the large hospital where there were a number of separate sp 
laboratories, these appeared isolated even from each ot cr. 
surprisingly little social intercourse between workers in 
laboratories. Though the student technician during her training 
through all the laboratories, once she received a permanent assig 
she usually became wholly identified with her own group, 
relationship which she had established in other laboratories tended 

The informality of the laboratories was mentioned very 
as a source of satisfaction. Technicians often contraste t is 
formal etiquette demanded of nurses. They felt that nurses can 
their professional from their private lives, while tec mcians 
own masters when they leave the laboratory. 


Well, nursing and this both have their appeals. Both have glam • n 
I think you feel like your own boss in this, more than t c g‘ r do 

nursing. You don’t have such close supervision, you know ' ™ ! _ shocs 
and you go ahead and do It. Nobody is telling you to clean your 
and so forth. 


0. How is it with the technicians— do people keep after you at a! 
Is there any training in professional ethics and etiquette 
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Nothing has ever been said to me. When I first came here : to , be ^ 
viewed by Dr. Adams, he told us that we have to wear a wh.te uniform 
and white shoes but that was all that anybody said. 

A frequent observation of the technicians was "nobody is breath, ng 

down your neck.” . . tcc h- 

The routine supervision of the laboratory is gi>e 
nician. She usually attains her position torn senior^ mi bng * 
perience rather than special training ^ and comes^m themlat^ y 
small group for whom laboratory work is Mi-iblished. Very 

simple and unobtrusive. The routines are thoroug y dearly 

little intervention is necessary and since the work » be done ts dearly 
visible, the workers not infrequently divide it among ^ ^ 

informal way. Status differences are at a minimu • ^ m be 

nician does much the same work as the ot er SV’ laboratories which 
called upon for help when difficulties arise, n differences 

we observed, informal relations and ignoring ° ^ thc uns killcd 

were extended to students in training, the seer » 
workers who wash the glassware. intrinsically of 

Even though the work itself did not ^^“^^ workers, 
intense interest to a fairly large proportion contribution to 

its importance to the welfare of patients an -pbe awareness 

the work of the attending physician were very obvious. ^ „ y 

that their work contributes to humamtaria interests may 

universal reward to the technicians, however which comes 

be in other respects. This satisfaction is a ie , c j s a profes- 

from association with the laboratory director. cst ;ge. The tech- 
sional leader, his laboratory shares in his re e ver y genuine 

nicians whom we interviewed generally ,S P^ ^ infrequently a 
devotion to the attainments of their lea ers laboratory sec- 

warm personal regard as well. This quotation jaW j n t bc tcch- 

retary expresses the attitude which we ^eq tW cen the profes- 

nicians. It also illustrates the close jdcnufija.uon 

sional and nonprofessional workers in t c a ^ y ou ^now, 

I think he is a wonderful man myself, to tQ wor Jc for a man 

he is only about thirty-seven years old. Its " important person 

that is on his way up. I think he is 8®***® on hi , third textbook and 
someday. Well, you might know, he is Y University of Texas- 
one of his other textbooks, they’re using 1 1 ou t there and 

I happen to know that because a friend of mine 
told me so. 
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His teaching responsibilities also may strengthen the bonds between 
him and his workers. 

Then Dr. Frankel gives us lectures. He is wonderful. He is really an 
excellent lecturer and I don't think it could be any clearer than it is when 
he is finished telling you about it. He will go into the finest details on 
anything you want to know. There really isn't any reason why you 
shouldn’t understand it perfectly when he is finished and he is way 
very nice anyway, a wonderful person. 


It might be supposed that the wide difference in background and 
training between the technicians and the laboratory director wou e 
a source of friction, but he gives very little direct supervision and since 
he does not spend much time with the technologist they are not con 
stantly reminded of status differences. They know that he is in his own 
office busy with things which bring prestige to the laboratory. en 
he does deal direedy with the technicians it is frequently to help t cm 
with problems which have come up in their work. The tasks are 
related, but they are sufficiently distinct not to encourage feelings o 
rivalry. When the director is active in promoting the interest of 1S 
workers with other departments in the hospital, this naturally enhances 
their loyalty to him and their satisfaction on the job. But even when c 
appeared largely to let these problems go by default we found muc 
evidence of pride in being associated with him. Perhaps the fact t at 
he coincided with the stereotype of the other-worldly, devoted scientist 
compensated in part for the lack of intervention in their behalf. 


Training 

Though the professional associations have standards both for school- 
ing prerequisite to entering a laboratory training school and for t e 
content and length of professional training, there is still wide variation 
in actual practice. Some students enter training directly fr ot ^ *8 
school, though most of them have had two years of college and many 
are college graduates. A few have masters’ degrees. The training P^ r, ° 
varies from one to two years with a growing tendency toward the 
longer period. It also varies in its emphasis on theory but a large part 
of it consists of performing routine tests. There seems to be no o er 
way to attain the almost automatic precision required. The student in 
training does a considerable part of the laboratory s work but a so 
consumes a good deal of time of the experienced technicians and the 
laboratory director. The director is usually zealous about the standards 
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o£ training and insists on superior performance. One director de- 
scribed his weekly test sessions. 

Each week they have a problem slide. They are urged to make careful 
inspections and write down the best possible answer, then we compare 
no.Vs. The process has excitement and drama. The students feci they 
are in on big things. They are. Sometimes I am not entirely confident 
of the answer myself. 

Differences in training might tend to split the technicians int 
whose ability rests largely on long practical experience an 
more theoretical background. We saw less evidence of this i m the 
laboratories than in some other groups in whic training is 
from what has been essentially apprenticeship to greater e , 

theory and formal schooling. Perhaps the fact that precino > 

which are obviously very important for success are on'y by 

much practical experience and quickly lost wi out 1 ’ ,3,, 

conflict between theory and practice. The goo re a 1 , ,, j 

exist between people with different training is shown m the foflou.ng 
account: 

Mrs. Watson is a younger woman than Mrs.^ C ?' l ^"’J , '/ H .) in d 0 gy. 
She is a registered technician with a master s g Watson works 
She is not a registered nurse as is Mrs. Callahan. Mrs.JVa.son^ ^ 

half-time and Mrs. Callahan told me that rs. ^ ^ MrJ Watson 
person, that they got along extremely we . h ^ confidcncc I0 run 
is teaching her now to run tests that she . - j tra ining; and 

herself before because she didn’t have enoug c ^ patients, so 

she in turn is teaching Mrs. Watson how to get along with pat, 
that both women feel that they are learning from ea o 

• _ t »;ll rimed bv on-the- 

In most hospitals, prestige and promotion ar possible 

job competence more" than by formal quahficatmm 
for a girl trained by apprenticeship to rise o fi ^ ^ anolhcr 
increasingly at a disadvantage, however, 1 
hospital. 

Relations with the Rest of the Hospital laboratory tech- 

The number and nature of contacts between t ^ cctc d by the 
nicians and the other parts of the hospital is pro mar kcdly among 
way the work flow it organized, and this ' wem suiking. In a 

the hospitals we studied. The resulting « n r collected by the 

large hospital almost all laboratory - specimens 
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nursing service and sent to the laboratory. The technicians remained 
during 5 their working hours within their own four walls, dealing only 
with such impersonal things as laboratory specimens, ‘ dcn ' lfi “ t T 
slips and written reports. In the laboratories of these hospitals, the 
group feeling was very high, but it was among these young*™” 
that we found the greatest proportion for whom the work had little 


intrinsic interest. . „ 

In the other hospitals which we studied the technicians went much 
more frequently to the nursing floors to collect specimens. ot “ 
frequently they went directly to the patient without speaking to o 
employees. They tended to be brisk and businesslike in their relations 
with patients, as it were, transferring their skills of precision wi 
laboratory apparatus to the interpersonal situation. They were not un- 
mindful, however, that their visits might arouse apprehension, ana 
when they saw evidence of this, they tried to give the patient reassur 
ance. Apprehension can change the result of a basal metabo ism test 
so seriously as to render it worthless and can make it imposs! e o 
collect an intravenous blood sample neatly and efficiently. T ie tec 1 
nician needs to be able to calm an agitated patient if she is to o er 
work effectively. However, we found no instance of formal instruc- 
tion in the psychological handling of patients and in one case wc were 
told explicitly that this skill comes from observing and talking wit 


experienced workers. # , 

A notable exception to the common practice of going directly to t e 
patient is in the pediatrics ward. Here the technicians were very g a 
to have the help of the nurses in quieting frightened children. 

There seems to be some latent professional jealousy between tec 
nicians and nurses. Some medical technologists have gone somew at 
further in their formal education than the nurses. They feel that t ey 
should have at least equal pay. Hospitals try to keep the groups at t e 
same salary level, but equitable schedules are hard to achieve. 
of the hospital administrators with whom we talked were trou e 
by the way each group used the pay scales of the other as a leverage or 


their own demands. . 

Nursing floors and laboratories run on different psychologica times. 
Nurses may not fully understand the smoothly scheduled flow o tests 
in the laboratory, while technicians may find it hard to compre en 
the rise and fall of daily action on the floor where scheduling mus 
often give way to unpredictable needs of the patients. The fai ure o 
understand these differences in tempo is the occasion of some strain 
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between nurses and technicians. Technicians complain that the nurses 
delay sending orders down until it is too late to do the test con 
veniently, so they must stay overtime or postpone the work an extra 
day. Or, they maintain that the nurse who has neglected a samp e wi 
rush it down marked “for emergency handling,” when the on y 
emergency is the nurse’s oversight. In this way she deflects t e lrrita 
tions of the doctors over the delayed reports to the remote la oratory 
workers. The occasional technician who has had nurses training seems 
to help her colleagues to understand the problems of the nursing oor. 

About the only time the technicians have any direct relations wit 
the doctors is during emergency situations, particularly at nig , 
when a technician must be summoned for special duty. These situations 
are rather infrequent and are apt to be so confusing and tense t tat t ey 
act against the growth of stable relationship. The physician may e 
brusque on a night call and appear unappreciative of the technician s 
special services. On the other hand, an expression of appreciation trom 
the doctor for extra service may do much to compensate the tec mcian 
for the inconvenience she has experienced. Both aspects arc s own m 
the following quotation: 

While everyone has been very nice, of course some of them arc wore 
so than others. Dr. Klein was very friendly and nice to me. ne nig 
had to work with him from eight o’clock until two in t c morning, 
kept me busy all evening. I guess he was having one operation 
after another. Well then, the next morning he came oyer an t an ' 
me for all the work I had done. You know little things hke that give y 
a lot of satisfaction. I guess most of them are so busy the) more or 
take you for granted. They have to rush through their work the sam 
we do. 


While most doctors have a very strong appreciation for the ' . 
laboratory findings in their clinical work, many of them are not lamina 
with the details of laboratory examination. They order the tests an a 
receive results and give little thought to what goes on tv ' e ^ n ‘ 
understandings sometimes arise over the amount of time it 
tun a test. _ 

The use of antibiotics has brought another source of friction ^ 

and technicians. Often a doctor will order bacteriological worn 
•md neglect to tell the laboratory that he has given the P 3t,cnt . 
b,oli = which so changes the appearance of the orgamsm that .t ■ 
unrecognizable. One laboratory assistant said all the things 
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learned in text books were of no use to him any . more and that every 
he saw things under the microscope which he had never seen 
before. Then he fvould check and find that the doctor had given 

antibiotic, changing the whole picture. . ■ .l 

It would be a mistake to leave the impression that strain the 
characteristic of the relations between the laboratory and the rest o 
the hospital. It is rather a relationship of formality and ™P crsona ^ 
comfortable enough for the most part but with relatively httle human 
meaning. The most meaningful relationships are found within 
small laboratory groups. 


Summary . 

The hospital laboratory in recent years has become an essentia 
element in patient care and its importance is increasing a t e time. 
The examinations which the laboratory performs are growing in num 
bers and complexity. The work done by the laboratory workers is ot 
two widely differing kinds. On the one hand, diagnosis an researc 1 
call for an extremely broad and intensive training in medical science, 
both basic and clinical. This work is done by the laboratory director, 
a medical specialist. On the other hand, there is much routine testing 
demanding great skill and precision which come only from long 
experience and are quickly lost if not exercised regularly but w 11c * 
not require broad fundamental knowledge. This work is done y t e 
laboratory technicians, whose training requirements at the present time 
are not well standardized. , 

The laboratory director is the spokesman for the department to 
rest of the hospital. He is responsible for the administration o a t e 
work, but usually delegates the routine aspects to a chief tec mcian. 
While his reputation is often a source of pride to the technicians, is 
relationship with them is frequently a somewhat distant one. Eac can 
respect the competence of the others but the tasks of each are su cien y 
different that they do not compete with one another. 

On the other hand, the relationships among the laboratory tec 
nicians, including the supervisor, are close and informal, apparent y so 
much so that they satisfy social needs of the workers. For t e 
part they have very little need for contact with other parts o t 
hospital even during off-the-job periods. 



CHAPTER 



THE DIETARY DEPARTMENT 1 


IN DESCRIBING THE different deparmenB of^ hospiul^jve 

have repeatedly said that they are wor s found in the 

notable characteristic o£ hospital organization i everyone 

dietary department. It touches die dady hves of pracPcnBy « 0^ 
within the walls, for almost all k avc at cast a day. No other 
employees and all patients arc served t ree i . institution 

department, not even administration, 

and affects patients and staff as intimate ) an . relation 

Morale and meals seem to be do fy ’M * nutritive 
may be rooted as deeply in psychologt vuln e ra ble to criticism 

values. The dietary department is P > rds food as im- 

throughout the hospital, for everyone :,idee of its quality, 

portant but also considers himself to be an exp procedures, 

In distinction from the judgment o surgety . „ experts, food is 

which can be made with assurance only byfcW.^ 

evaluated on the confident basis of 'now \ n d-the-cloek feeding 

Until quite recendy, the immense tas • o ]ifications f or dietary 
was done on a “common sense basis, a cooking and food- 

work were simply experience and pro ^ suc h fields as chemistry 
handling. However, the rapid development o ^ 

»Thir chapter is based primarily on a very butwr^imorr*' 

by Marvin Ohancr. Mr. Okanes' materia war . olb „ jnveslisations ot the 

dietary departments in two Urge hospitals, supP 
senior staff. 


397 
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and physiology in the past decades has led to a great increase mknowl- 
edge about the properties of foods and their influence on health. 

The science of nutrition has become a field of technical and pr 
fessional skill. In a hospital, dietetics constitutes an extra weapon in the 
therapeutic effort. With the development of scientific dietetics, pro- 
fessional workers have been introduced into the system of food prepara- 
tion. These individuals, the dietitians, have high prestige and have been 
given formal authority over the artisans (chefs, cooks) and semiskilled 
and unskilled workers (dishwashers, helpers) of the traditional hospital 
kitchen. Introduction of such a new group into an established system 
has raised serious internal conflicts over function and authority. 

Most of the important features of the dietary department, then, an 
the chief problems with which that department must contend, spring 
from the pressures set up by these two broad facts: 


1. The relationship of food to the health and morale of an organiza 
tion, coupled with the fact that the dietary arts seem to most 
people less glamorous or awesome than other professional activ- 
ities in the hospital. 

2. The introduction of the expert in nutritional science as a leader 
in the preparation of food. 


The training of the dietitian often encourages her to emphasize 
further rigidly systematic procedures, where there was already conflict 
between the necessity for mass production of thousands of adequate 
meals quickly served at reasonable costs, and the concern of individua s 
over their unique food preferences. 

The dietary department involves large-scale feeding, like a restaurant, 
it commands a scientific, therapeutic tool, like the various medica 
departments; it is a focus for feelings of content and discontent, t 
spans the range of the hospital prestige hierarchy from laboratory 
studies of nutrition to potato-peeling and pot-washing. 


I. Meals and Morale 

Many students have noted that beyond its chemical effect on the 
body, food has a far-reaching effect on well-being because of its sym- 
bolic value. Throughout life food is a symbol of security, and hunger 
the essence of insecurity. We have learned that premature weaning 
may shake a child’s sense of well-being. Obesity sometimes is due to 
the effort of the sufferer to compensate for insecurities in other relation- 
ships through the symbolic security of food. Wc know, moreover, t at 
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food and drink are central elements in many religious rituals and com- 
munity gatherings. Eating together is often a sign of specia social 
intimacy. The common meal symbolizes and enhances a P»«™ 
shared outlook and mutual trust. Food is important, then, to the pauent 
as it affects his feelings of security. It is important to the hospital staff 
as the occasion for a common gathering and as a convenient g 
for the staff’s attitude of well-being or dissausfaction. 

Why does “everyone” complain about the food? Certainly 
part because the food itself, and the satisfactions and ‘ d ‘ ssa “* c “ 0 " ° c 
taste, are an ever-present interest. Since pauents an emp > 
from many different social and cultural groups that have wid > J 
ing food preferences, it is very hard to adjust meals prepared £ 

to individual and group idiosyncracies. Menus must be mmed at he 
lowest common denominator, which may be a satisfactory compromise, 
but is not apt to fail to fill many people svith . Wch 

The problem is aggravated hy the decrease or loss o! app We whKh 
is such a common feature of illness. The patient and his re auves seem 
to forget this symptom. He looks forward to die « ^ « 
in hospital monotony, but when it arrives he is unable to interest 
self in eaung and blames the food. the food j ts rlf. 

Complaints about food do not arts y irritations 

Hospital meals provide a ready scapegoat on w 1 j insecure 

arising elsewhere. The patient who is unhappy, kaM, and I m 
in the^ strange environment of the 

content on the quality or temperature o ™ ^ hc might not dare 

his soup, and indireedy the dietitian and , of anno yance. 

attack the doctor or nurse who is to him t e g dining room 

Similarly, the harried physician or office worke wh!ch has accu . 

may release on the macaroni salad a fun 

mulatcd in his relations with his cowor ers - heightened in the 

The psychological impact of food on mo - ns w hich are 

hospital, as in the armed forces, by two unique ^ stress, 

characterisuc of the clientele: the consumers hat patients 

and are limited in their freedom of ch, mce. It ■ -PP^rfou, one. All 
face a situation of stress especially >f ' 'jj responsibility for 

hospital workers, particularly those ^ atmosphere of 

patient care, are subject to the tensions arising : from c ^ food 
illness. Moreover, the patients can !C3rc ^J r immo bility restricts them 
if they do not care for what is offered. only empha- 

to the diet provided. (The importance of this teatur 
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trators ^'^““eScn when making ; pattern rorn^e «*=r 
full responses to it may be much more valuable as an mthcaKH ^than 
would replies to inquiries about other elements of patient care, 
knowledge is less certain and expression is apt to be less tree. 

The dietitian must be aware of these primary psychology 
in the job of feeding patients. In addition to technical profiaenc “ 
diet planning, she needs skill in dealing with the reactions of ill people 
to dietary changes and prohibitions. Insensitivity here may s P 
emotional resistance in the patient strong enough to cancel any e - 
ficial eSects of the diet itself. The head of the dietary department in 
one hospital showed an especially clear recognition of these factors 
her explanations to a student nurse. 

You can be a perfect dietitian on paper but your work will all fail r 
you don’t get the patient working with you. For the most par , 
patient is supposed to know what’s wrong with him an w y 
being given the diet, so that he can work along with you. Suppose, 
instance, that you put on his plate an order of diced carrots an 
the man doesn’t like carrots and doesn’t eat them? What good did i 
do you to work that all out on paper — it’s foolish, don t you see ia 
why when the patient first comes into the hospital we visit im an 
out what he likes and dislikes. The patient is supposed to feel as norm 
as possible, not like an invalid or something special. 

I want you to visit the patient every day. If you come down ere a 
tell me that Mr. Morrison didn’t eat his lunch, I will not be content wi 
that. I will want to know why he didn’t cat his lunch. 

A delightful tale from a small hospital recounts the dietitian s prob 
lem with an elderly man who insisted on bread and wine for rea as . 
He stuck to his choice despite all argument, and won the privi ege o 
continuing his lifelong routine. It was felt that forced c ange wou 
not have affected his illness favorably enough to compensate tor tnc 
shock of depriving him of his wine. Many families of recent urope 
origin feel they must provide special foods for an ill mem er ccai \ 
of croup tradition or religion. Although the dietitian, doctor, an nu 
may rightfully protest at the introduction of food which is not *PP ’ 
priate to the patient’s condition, it is important to recognize t e gr 
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ing trend to view the patient in his family setting, to ““c” 

and psychological factors of his position as equal in i signtfi ««* to *e 

strictly medical variables. Flexibility in dealing m , h 

psychological meanings of food may be 

dietary department js to take its place in py_ 

ally of medicine rather than a purely technical service. 

If the dietary unit stands in such an intimate relation to pauao 
satisfaction, it is also clearly influential m die mk of to. M*. 
staff. The fact that there is much discussion among P ^ common 
trators of the advantages and disadvantages o ^, ion 0 f 

dining rooms for different staff groups ■ P ^ ^/department, 

eating arrangements in a Urge organic • ^ ^ hospita |, pa uents 

the dietary unit is on display each day efficiency and 

and staff. At every meal, hundreds of persons react to he effieBW 

skill of the department, and make a |U S ment “P ,]ie dietary 

Apart from individual responses to . e -al, inf , u e„7e 

department, there are collective patt hospital, 

(and are influenced by) the entire no bctter observation 

The student of hospital activities could ^ lifting pattern! of 

post than the dining room. Here ne c „ rtrnPn t*\ isolation and 

friendship and professional allegiance, o e P b ver y isolated, 

cooperation. In a hospital whose '"^“ ^“ton , /clinicians 
self-contained departments, it was n clustered together in 

invariably kept to themselves at mealtime; *ey dusttreu 

a corner of the cafeteria or coffee shop, t us administration at a 

their solitary position in the hospital struc • ca f c teria had been 
Western hospital where recent “'“““^“tway with the special 
made, commented that the changes , e i: tc groups. This 

sections reserved for doctors, nurses, an ccne rally, although the 
seemed to produce a more friendly atmo p another case, the 

different professions still tended to c ins , t0 ® s un days, throwing the 
doctors' special dining room was' closed on Sot uj, ^ ^ „ 
entire staff together in the mam dining ■ found that other 

have dinner guests on Sunday noons, u tbe ta bles where the 
hospital employees often took up t e $P* C , soU{ rht to solve this 

doctors ordinarily congregated. A ^° s P lta staff,” on those tables, 

problem by placing a sign, “Reserve or sucb a message might 
But the administrator, sensing the rese ^ tbcsc tables free for 

arouse, replaced it with the notice, eas - c 0 f emergency, 
the house staff, so they may be near .he Telephone » 
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This is not only an excellent illustration of diplomatic language and 
clever communication but also shows us the sensitive nature of dining 
facilities, the way these provisions may actively influence, and richly 
reflect, the problems of prestige, function, and intergroup relations 
within a hospital system. 

The Job 

We have attempted to describe the importance of the dietary depart- 
ment to patient and staff morale, which may well be the crucial, if often 
overlooked, portion of the job. But it has also a huge task in production 
and distribution, and in technical scientific planning. The work begins 
with the ordering of wholesale quantities of food by a steward or, in a 
smaller institution, by the dietitian or administrator himself. Here, at 
the very start, the dietary department is deeply involved in hospital 
public relations, for the distribution of these orders is one basis of the 
hospital’s relations with the leading businesses in the area. As a chari- 
table institution, the hospital historically has often been dependent on 
special rates and gifts of surplus commodities while doing its grocery 
shopping. Certain of these special understandings conflict with modern 
techniques of purchasing and cost accounting, and when they do, some- 
thing has to give way. To switch from one supplier to another on a 
perfectly rational standard of price and quality may mean sacrificing 
the usual Christmas contribution from a friendly but inefficient firm. 
One small hospital in our experience was faced with precisely this 
dilemma. In any case, there will be important decisions to make in 
balancing the orders to various suppliers in the most efficient manner. 
The hospital in its purchasing is logically no different from a large 
hotel or restaurant; historically and psychologically, however, it is a 
unique kind of buyer, since it holds a peculiar preferred position in 
the public mind. 

The ordering of staple goods is fairly routine, but the details of 
supply outside of these commodities depend on decisions reached in 
diet conferences by the chef and the professional dietitians. These meet- 
ings are called to plan menus for several days or weeks in advance. To 
them, the dietitians bring a scientific skill in balancing food values, 
the chef a knowledge-of-experience of what is practical and attractive 
in food preparations. 

The chain of operations then involves the cooks and bakers, the 
food-handlers, the servers and tray-girls, who actually operate the main 
kitchen and the floor kitchens. At each step these operators are assisted 
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by the auxiliary employees who clean, move, and dispose o£ foodstuff 
and equipment, and are overseen by the dietiuans b who are charged 
with quality control and administrative functions. i na ) > P 
receives a meal. Then the process begins all over again, or 
of the dietary department is endless. Like so many ° s P lta 1 , 

one attractsThe attention and skill of individuals w„h al vaneuc tuf 
training and formal position. From the pot-was er to . 

who prescribes the type of diet, there are many rungs o p ’ . 

many gulfs that cannot be leaped by even the most “““““““ “ 
workers. Yet these persons up and down the line a p ay . ^ 

the drama of diet, a drama less exciting than, but equ : y . r . 
as, that of the operating room, and they must some os taking 

In summary, the dietary department reflects Ae great chants taking 
place in hospitals, from die traditional charitable tns 1 sense” 

forms of organization. The work has chan ® C . r “™ ned scientists and 
craftsmanship to a complicated system mvo vi g t ^ avc been 

an elaborate hierarchy of workers. Purchasing »ments have t>e 
shifted from friends to impersonal contractors. The ip«*« are ^ 

longer paupers, given food m a C u ^ereTs a general trend toward 
mg a service as part of their due. t here i b r 

equality toward blurring the ^'“^^rkers on the staff. This 

S U ^sedTn“«d growing custom of providing 

one basic — and excellent — menu. 

II. Who Does the Job? £ cc( j ^ 

There are at least three broad ^““P'^.fsubchvidcd into several 
hospital, although these groups could easi 7 uns killed workers 

more. First, one finds a large number o -duration. These are 

with minimum technical training and formal^ cu^ ^ M rfo„n 
>od-cleaners, porters, dishwashers, 
i V ;i Qnme nf these are < 


and formal eaucauu... — — 

Dd-cleaners, porters, dishwashers, maids, and ^^? ng ways 

tl^o r 'they v^U ultimately hold mom 
't unfortunately many have never risen ° r t ^ c alcoholics, the 
the occupational scale. Here are t e n ’ £ t he personnel 

>ychologically crippled, who are the great p 0 f view 0 f the 

lanager and the dietitian, because trom ^ and values 

rganization they tend to be “hopeless cases. wor k; punctuality, 
mply do not fit into a systematic pattern ,h r m. This docs 


m they tend to be “hopeless” cases. ^ “work; punctuality, 
rapiy no not fit into a systematic P 3t " ctcrizc ,hem. This does 
diability, and ambition are not likely to 
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hardly be expected to build self-respect in the employee. Low wages 
lack of esteem, and poor quality of workmanship seem to go > tog«hc 
here, as they often do. The hospital must use individuals who are not 
likely to become permanently valuable employees and it mus 
signed to losing them to more attractive jobs or sheer restlessness 
Yet it is not fair to lump all lower-echelon workers in this transient 
marginal category. Although the dietary department does attract large 
numbers of “the nameless ones,” it also includes many stea y wor 
who may be described as semiskilled. These workers are distinguisheo 
from the transient fringe in several ways. Perhaps most importan, 
they are solidly attached to their jobs so that the work forms a pan 
of their psychological integrity. Their self-respect demands a competent, 
conscientious performance of duties that are obviously ? ’ 

although the tasks seldom require a very advanced level o s \ 
training. One or two brief descriptions of such workers may hig ig 
the differences between them and the marginal employees. 


JERRY XRASNA: 

A man in his middle fifties, Jerry has worked in the Fairvicw Ho s pita 
kitchen for twenty years. He was hired as a dishwas er an 
pushes heavy trucks and hot carts up to the floors. I have never se 
him sitting down, and I’ve never seen him idle. When he came 
Fairvicw, he had never seen a dishwashing machine before an a 
figure it all out by himself, but he did it and has been t ere ev 
since. , , n 

Jerry said that work at Fairvicw has always been very ar . n 
his health broke down under the strain of the long hours, e ® 
wanted to go to bed, but finally did, and when he rccoverc e S 
to work in the kitchen again on shorter hours. *<Whrn 

“I go my way, and mind my own business,” Jerry assertc . 
anything big comes up, I take it to the boss. The house odors 
nurses are pretty nice to me. When patients get cran y wit m > 
tell myself that’s because they arc sick; they don’t feel good, so y 
to treat them real nice.” 


MRS. SILVERMAN: , 

Mrs. Silverman came to the hospital five years ago when her us a 
died. She worked in the tray room and diet kitchen, an c 
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was transferred to the nurses’ dining room. ^ >oves her p««.. 
work, taking care of the dining room and ad >° ,n '"® , he 

Silverman has a day-by-day schedule made out for he dunes nd she 
sticks to it. She is very proud of the fact that she “ "o 0 d word 
remarked that, “The nurses are very nice about sayi g g 
to you when they enjoy their food. 

It should b= noted, too, that the nature of ^kitchen ^vork tends » 

elicit dutiful activity on the part of emp oy ^ 

be prepared by the meal hour, dishes must be clean and P o mu s 
scoured. The deadline and bustle encourage ^ workars^m * ^ 
to meet the challenge of consumer deman . P ho have 

The second, middle group mcludes the shtlled I wot* ^ ^ . n 
responsible jobs requiring technical tral "' ng : cpar j n g and serving 

their various grades, the persons c0 ™P e o£ c P hcf P are in Ae artisan 
food, etc. Some of these jobs, especi y ^ wjth a ric h history, 
tradition. The food arts consutute an dcal ; n Aeir 

The head cooks and the chef usually hav g jj present a 

craft; unlike the marginal kitchen workers, they seldom .p^ ^ 

problem in work motivation, since »rhe baker, for 

faction and may be pursued “for their °' ' ri J specialists in the 
instance, is often one of the most h g y g croup is, to some 
hospital. Like many other hospital wor ' e ”’ ^ professional 

extent, caught between the 

groups. They must take more respons ty reward pro £essional 

yet they do not have the prestige and *7 

standing. professionals who guide the 

At the top of the dietary ladder are the P ther apy. Dietitians, 

composition of the diet and its relation o , - c j ans ar c the chief 
expertly trained in nutritive science, do , tor does not, of course, 
decision-makers for the departrnen aspects of hospital 

have any direct managerial duties, ut as . Actually a specific 

work, his orders set the chain of activities i ^ 0 f OI1 ly a small 

decision by the attending doctor a ects , Q f “special diets” 

portion of the food supply, that portion j n t his area, the 

for patients with unusual dietary req , er _ pj e determines the 

physician and dietitian must work e y 5^ * izing bill of fa«- 
nutritional needs, she translates the nrescription, but puts his 

For most cases the doctor makes iwspeci ^ dietitian has full 

patient on the standard “house diet, o d with the speci- 

discretion. Although the doctor’s respons.b.hty 
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fication of the patient’s unique food needs, and their changes with 
alterations in his condition, the dietitian must go beyond the technic 
formulation of balanced nourishment in two ways. She has to deal 
with the patient, to win his psychological acceptance of the menu; 
and she has to oversee the entire kitchen-to-bedside process of prepa- 
ration and distribution. We have discussed a few of the implications 
of her relationship to ill persons. To oversee the work of kitchen and 
service employees, the dietitian must have some aptitude for manage- 
ment and organization. Thus, she must have unusual flexibility 1 
she is to meet the threefold demands of her job: those of scientific 
technician, practitioner of the medical arts, and supervisor of a large 
work force. 


111. Internal Relations 

The relationships among these three groups — unskilled workers, 
skilled workers and artisans, and professionals— are the key to the 
efficient and rewarding operation of a dietary department. 

Other hospital groups are important to smooth functioning, espe- 
cially the patients, nursing staff and administration, but the internal 
human relations are of primary significance in such a large and 
heterogeneous unit. In discussing several hospital departments we have 
stressed their tightly knit, homogeneous character, and their smooth 
and comfortable internal relationships. Laboratories or outpatient 
clinics are typical; their problems of cooperation seem to be primarily 
with outside departments. The dietary department, however, is an 
illustration of a loosely knit group or collection of groups, which tend 
to pull apart and disrupt the inner working order. Its most significant 
problems of cooperation appear to be internal, between the three mam 
groups, unskilled workers, skilled workers and artisans, and profes- 
sionals. A few central tensions may be examined. 


Cook— Diefifian 

The cook is traditionally the master figure in any kitchen, the 
individual whose skill makes dining a pleasure rather than a mere 
habit. A chef is an honored man in large hotels and restaurants, 
although his prestige is perhaps higher in Europe than here. In the 
hospital, too, cooks and the chef are recognized as important skilled 
craftsmen, but the development of the dietetic profession has imposed 
a supervisory layer over them. Most artisans, whose competence is the 
result of long years of practical experience, are apt to be extremely 
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proud of that competence, and jealous of their independence of 
When the dietitian it introduced into the food-preparing ° r S an > z “™' 
she often brings a passion for order, for the systematic pattern rat- 
able to a highly technical profession; the kitchen and ■« “vnons may 
then be seen as a fit place for an engineering approach Eve n more 
often, she may be so involved in the intricacies of n^uontd sconce 
that she tends to neglect the “practical considerations sc i ent ifi c 

agement. Thus the special diet kitchen, the scene of her jCKnufic 
planning, may become a refuge or sanctuary to w ic 
the face of too difficult problems of human relations. In any case, 
cook is apt to see her as an intruder in his special P tovm ' . 

It has been found that these potential grounds flow of 

cook and dietitian are heightened by certain touresofthefloj o 
work, especially last-minute changes in meal requirements cau ^ by 
changes of diet on the doctor's orders, which often occur tooU« 
a corresponding change in the dietitians' demandsonthe cooLH^ 
may then discover that he is short of a par 1 become 

usually) faced with large quantities of leftovers which may 

Tone large hospital, the cooks had formed a united front against 
the dietitians on the question of returne oo . 

See these pans? They've got special jortr^d^ mal^'i, up"£ 
happen every day. The dieuuans gi . d ; c titians tell me 

called for. Then half of it comes bar . fin(J thjt t b c doctor 

that when they get up to the service ■ b Jj don ’ t !cc how half 
has changed the order. That's what they say, 
of the orders could be changed in one ay. 

The problem of inefficiency comes from the ^^““^.dnates, but 
of the dietitians. They are young g ir s v "' ° woU Id never be hired 
they don’t seem to have learned anything. They worn 
in a restaurant or hotel. 

• in didn’t cut down on orders, wed 
The dietitians always overorder. If 
have a man peeling potatoes all day ong. 

The dietitians, in turn, explained that ^ordering was inevitable 
because of last-minute changes in patients i ns But 

I am aware of the gripes in the ot h cr ups and downs 

this is almost impossible to control. g /Y ^ house diets to soft or 
in the patient’s condition bring abou 
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liquid diets and vice versa. We have to have extra food ready to cope 

with these sudden changes. , , , . 

This is a source of conflict with the chef. For example, he doesn t want 
to waste potatoes and 1 sympathize with him. It s a shame to tv 
say twenty potatoes during the shortage, but its not really a wasc 
because it'* mote important to be able to feed the patients than to throw 
out some potatoes. 

We usually have to order food for more patients than are actually 
occupying beds at the time of ordering. We must anticipate new arnva s 
before the next meal. Then we always order more than necessary 
because the cooks cut down on us. 

Cooks and dietitians complicated the problem in this hospital, as 
the last remark reveals. They had set up a vicious circle, in which con- 
stant exaggeration by the dietitians followed constant reduction y t e 
cooks. It is a clear instance of what Robert Merton has describe as 
the “self-fulfilling prophecy.” The people involved predict an event 
and then ensure that the event will happen by altering their behavior 
to fit the expectation. “Overordering” by dietitians begets stinginess 
by cooks and vice versa. 

Cook-dietitian relations in another institution studied were far more 
harmonious, although the difference in prestige between artisans anc 
professionals, and the trials of diet changes, were still present. In t c 
second hospital, dietitians and cooks were all women, while in t c 
other the cooks were exclusively male. The sex distinction appears to 
be an important element; it re-enforces the problem of rank, for men 
in American society are not ordinarily accustomed to taking or ers 
from women. In the organization of the dietary department, the pro 
fessional dietitian initiates a chain of action for the kitchen personne . 
When the cooks are men, and men proud of the dignity of the cu mary 
craft, there Sre obvious resistances to following the dictates of women. 

The cook-dietitian conflict, when it is found, is a particular case 
of a tension which pervades many other hospital departments, an 
virtually any organization. The general tension is that between t e 
veteran practitioner whose skills have been gained on the job throug 
a wealth of experience, and the (usually) younger person whose c aim 
to knowledge and authority is rooted in formal schooling an pro 
fessional credentials. This tension may be observed at all levels, inc u 
ing those of physician and administrator. In the industrial scene i s 
appearance has been remarked in the interplay between the co ege 
boy” engineer and the long-service foreman. 
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Unskilled Worker-Supervisory Personnel 

The gulf between the collcge-trained dietitian and ^ transient 
worker h too wide to be easily bridged They are separated byjnvate 
worlds of experience and ingrained value systems, j dietitian 

view of any situation is very difficult 

in some essential attitudes, and quite far . . „ t } ie c hcf, 

are such figures as the personnel director, t e ^a m ’ but pcr . 

and the steward. A long list of contrasts m.g , oward t he 

haps the basic one, for our interest, is o , t he porter, and 

job In many hospitals, the dishwasher, the Wf«. or 
others in similar positions, seldom stay ".i , ■ [, they are a 

develop much loyalty toward the * 't In’ evil: a 

part. To many of them, a job is a nec ry ’ order t0 gain a n 
thing to be endured as conveniently as po our society 

immediate cash return. The dutiful aspec s background has 

seem especially onerous to them, part y ^ cau ^ ^ normal and 

not taught them to accept the responsi ; 0 b and 

right. Further, they are often 

from city to city, without a circle of Y ^ consc ientious worker 
pattern of life. The common result is » careless, irresponsi* 

or supervisor, the unskilled fringe emp oy marginal 

hie, and even morally offensive. Al^" 

workers frequendy plague the hospita . . | css trou ble than 

of “well-bred" behavior probably give e sup absenteeism, 

the cumulative effect of minor distur ances r ^ ( purposes of 

and the failnre to assume respons.bd.ty for the essen 

the hospital organization. illusrrate the trials of super- 

A variety of anecdotes are avad usua lly t0 ) d in a half- 

visors with the transient worker. Y 0 £ helpless frus- 

exasperated, half-humorous tone, and expres 

tration. . , tccn 

I came in this morning and found that old, ^twelve out ^ ^ can’t 
workers were on ** U ' S . al " ayS - l l ,i! vr y a.wa V s have to be ready .0 
count on your work force in adva 

juggle people around. — A dietitian 

, . C : ty Mission until they has e 

Our kitchen workers often put U P 2 called from there and sai 

earned a first paycheck. The other day a pH 
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one of our employees had just made her a gift of a large ham. She felt 
sure it must have been stolen, and questioned the man, who admitted 
taking it from the hospital. He saw nothing wrong in spiriting a ham 
away for someone who had befriended him. Well, we finally got the 
ham, a twelve-pounder, back. 

— A personnel manager 


Underlying specific complaints is the general feeling that one cannot 
understand these workers or deal with them rationally. At a super- 
visors’ conference a dietitian threw up her hands saying: 

Our kitchen help are just impossible. You can't count on them unless 
you supervise all the while. I don’t understand their attitude. Yet, some- 
times they will work very hard if they happen to feel like it, or be 
feeling friendly toward you. 

One does not find a very definite counter-attitude on the part of 
unskilled fringe employees. Some resentment, some tolerant amuse- 
ment is visible, but for the most part they “just don’t care.” That is, 
they have no heavy commitment to the job and since their involve- 
ment is so much less than that of the supervisor, they do not have 
to take the situation seriously. Another job can be found, and if the 
atmosphere becomes too strained or the duties too rigid, one can 
move on. 

These breakdowns in understanding between the poorest-paid 
workers and their supervisors seemed to be taken for granted as in- 
evitable parts of some dietary departments. That they are not inevitable 
was demonstrated by the experience of other hospitals where lower 
echelon workers were relatively stable and responsible. Some of the 
difference may have been due to geographic and cultural factors beyond 
the supervisors’ control. For example, one hospital in a small town, 
where jobs available to local housewives were scarce, was able to find 
steady conscientious workers, while a big city hospital was in a room- 
ing house area where there were almost no housewives with an interest 
in part-time or split-shift employment. In a medium-sized city one 
denominational hospital attracted coreligionists who could take such 
jobs without loss of face because they could see themselves as helping 
in a good cause, and felt respected by the hospital administration as 
persons of good will. The problem of positive motivation is a complex 
one. Appeals to altruism cannot be seriously proposed as a substitution 
for an adequate wage. Yet, some combination of factors is at work 
here, and should be seen in a balanced perspective. Workers need the 
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self-respect which accompanies a decent income, as well as the sheer 
economic reward. A job should also yield psychological satisfactions, 
or at the very least not be seen as degradauon. Part of the problem of 
the unskilled worker’s integration into the hospital system may be h.s 
own, but part of it may also be attributed to *e supers-, sots difficulty 
in accepting such workers as respected collaborators m the hosp.td 
effort. The very rootlessness of some of these people, then lad. of dose 
family ties, accentuates their need for acceptance and warmth in 

"“t more successful integration found in *c smaller hospiuil 
may lie in die closeness with which die professionally » “ 

often works with the rank-and-file employees. This was wdl .llustrat^ 
by an incident in a medium-sized hospital. Here die 
had discovered an assistant dietitian washing dishes, an P! ^_ 

the practice, thinking her behavior inappropriate The : » ^ 

plained that one dishwasher was on a day oS, an 
reported absent because of illness. So, she had pitched 

is interesting because it contrasts so s «P Y ™ dishw3sh ing 

sional” outlook of dietitians in large P > . division 

would be unthinkable. In very small organmaucns die l nm ^^ 

of labor creates an atmosphere in which tasks of the 
nearly interchangeable. 

IV. The Dietary Department in Relation to Other Hospit 

We have pointed out earlier how the ^d^ryone in 

inevitably brings the dietary department l ^ dietitians them- 

the hospital. Many dietary employees, p react to the 

selves, are alert to the comments of t e consu remarked that 

daily menu. In one large h °.f^n7^ctions of the staff 

she often learned a great deal from th t on , 0 cjplain that 

as they filed through the cafeteria me, s ^ the morale of 

the rone of these reactions had a pcrccpuble effect 
the dietary people serving the food. , om the dietitian must 

Perhaps the most significant groups v, to be sure, 

cooperate are the doctors and nurses. frequent inspection trips 

exercises a general supervision an ™ nnot participate in detaile 

to the kitchen, but it is obvious tha -constant” factor: there 'vd 
arrangements. Patients are in one sense a 
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always be a tew malcontents, whom no diet will please. There 
always be a fair amount of complaining since food is such an excellen , 
available target for irritation, although the dietiuan may reduce this 
through sensitive understanding in her orientation of new patients. 
But the work flow is drastically affected by the continuing interplay 

with doctors and nurses. . , . 

Dietitians and doctors confer directly over only a fraction or t 
total patient load, but for these special cases their understanding must 
be thorough. The dietitian has an increasingly strong voice in these 
consultations as she gains recognition from the physician as a high y 
skilled professional colleague. And the recognition itself, the establish- 
ment of a colleague relationship, is of course a rewarding thing or 
the dietitian, as it is for all members of professionally striving hospital 
groups. For instance, the chief dietitian at a small hospital describe 
the visit of one of the staff doctors to the diet kitchen. He had gone 
out of his way to thank the chief dietitian for the good care one o 


his patients had received: 

It is very gratifying to have a doctor pass some of the credit on to the 
diet kitchen. I called all of the girls [student nurses] into the office to 
let them hear what the doctor said. They learn more that way t an 
they ever could from a class on patient care. 


Doctor-dietitian relations parallel, in certain important ways, those 
between doctors and laboratory workers or between doctors and socia 
workers. The dietitian provides a special, technically expert service 
of fairly recent origin. He must learn to use it, and she to offer it, in 
a spirit of mutual respect, if the highest therapeutic benefit is to e 
available to the patient. Diet is part of the doctor’s job, and his decision 
guides the course of diet therapy, but he cannot be expected to have 
as full a grasp of detail as the dietitian who makes it her life wor '. 

Yet the interaction of dietitians and doctors is seldom close or tru y 
reciprocal. Especially in larger hospitals, it is often limited. In one 
large institution, it was virtually restricted to two dietitians who were 
responsible for therapeutic diets. Even they had to seek the doctors 
on the nursing floors if they had a specific problem. The doctors were 
not observed to visit the department. 

One situation which recurs to complicate the dietitian’s life is seen 
in this comment by an assistant chief dietitian. 

Something that might be corrected is the practice of the doctors giving 
late notice on the proposed discharge of a diabetic patient. They are 
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supposed to give twenty-four hours’ notice on this, which 

that arrangements can be made for instructing the ptiena about *e. 

diets before they leave the hospital. But often the doctor won . JP™ ® 
enough notice. In fact, on the day before a holiday, we =** " 

nurs« on the floors so that we don’t catch ourselves shon on personn 

on that day-in case a diabetic patient is due for discharge. 

Similar occasions for misunderstanding are found inhumed changes 
from one type of diet to another, and we noted 

set off a chain of “crossed signals’’ with a nega.tve ^effect,™ ccoR 
dietitian relations. These problems do not us .“ a J $ona j exp l 0 sion 
emotional charge, the strained intensity, o an i P commun i C a- 
in surgery or on a patient floor. Yet any . P'™ s ‘“ he ick c hange and 
tion must be carefully examined, for al S nizat j on such as 

the missed signal are inevitable in a ( ; nt0 a pattern 

a hospital, when these minor -incidents “ gon £ m s in 
they may indicate basic confusion of duti s 

intergroup relations. impression of the dietary 

Nurses may often develop an unfavor P themsc ] vcs usc d as 

department during their student days, 1 | f kitchen. In one 

"free labor” during their tour of duty » «£** “J othcr ,asks 
institution students were assigned to po P about the 

which contributed little to the growth either of knowing ^ ^ a 
department or sympathy with its pro ems. ts and discussed 

hospital where student nurses delivered oo tp^ ^ depart . 

dietary problems with them, very favora held war d classes 

ment were stimulated. At this institution t e cascs jn detail. The 

to consider dietary questions and various P a ^ evidence of die 

situation seemed to be one of learning, wi ^ occ ur, by students 
"exploitation” which sometimes occurs, ° r ** ; nstr uctor in the ward 
during their assignment to the kite en both (he medical 

classes would question the students y , i „: ca l features of the 
explanation of a particular diet and t e p s y re( j fascinated and 

patient’s reaction IoitA11 i ".f_: h fJ“™donwasmade meaningful 
thoroughly involved, since dietary v.ncnosis a nd treatmen . 

by being fitted into a larger framewo r ■ o information m 

At most of the hospitals about w , . ] or (hose at which 

interviews, cither concerning thc c “ rr 'j' appE! red to be a genera 
the dietitians had previously work , ftieticians were not of t e 
feeling that relations between nurses and d, eft, an 
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best. When a dietitian at a medium-sized hospital was asked about 
her relations to graduate nurses, she replied: 

Well, they don’t bother with us so much. I don’t know why that is; 
somehow we don’t get the same consideration as the nurses do here . . . 
the nurses get a day and a half off every week and we only get one. 
I don’t think they feel that we are quite on the same level . . . maybe they 
[the nurses] think we aren’t as important but I don’t see why they feel 
that way. ' 


One reason that may account for this attitude of nurses toward 
dietitians is the fact that nurses were part of the hospital organization 
long before dietitians appeared on the scene. Nurses may feel that 
dietitians are taking over what was formerly a very important aspect 
of nursing art . 1 2 A chief dietitian suggested such a problem when she 
described the resistance which she found to the introduction of more 
businesslike controls in the department: 


When I first came, the graduate nurses were coming down in the kitchen 
and helping themselves to food. They would just go right in the icebox 
without saying a word to anybody and help themselves. I don’t doubt for 
a minute that they were doing it for their patients. I don’t mean that I 
thought they were eating it themselves, although maybe sometimes they 
were doing that too, but the point was that nobody knew where the 
food was going. We didn’t have any control over it at all. 


Q. Then you ran into resistance all over the hospital, not just in the 
kitchen? 


I’ll tell the world I did, especially with these older nurses. They just 
couldn’t see it at all. They were getting away with murder all these 
years, and they just couldn’t sec it. 

Dietitians reported that they almost never associated with doctors 
or nurses socially outside of the hospital. One explained: 

. . . nurses and dietitians don’t get along with each other because the 
nurses feel that their kind of work is too far above the work done by 
dietitians. When I was at Bergsville Hospital, I lived at the nurses 


1 In medieval time* there was no clear distinction between dietetics and pharmacy. 
Medicinal and culinary herb* grew side by side in the hospital garden, and the prepara- 
tion of vegetable "simples” was based on kitchen lore. Recipe* for “cooling draught* 

and for foods calculated to correct some imbalance of the “four humors” were among the 
most precious possession* of the hospital. It was in supervising their preparation that the 
nurse exercised her highest skill. 
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home and you could argue out certain situations with them 
ing hours. Here you’re somewhat isolated from the nurses p 
your contacts on the job. 

A conspicuous example ttching 

these two groups was found in a very larg £ « or^aniza- 

hospital. At this hospital there was a high degree o ]c an d 

tion; such thorough planning sometimes tends t0 ^P . . ^ a 

observers commonly speak of the ’’coldness" which ^“ng^hes a 
bureaucratic structure, but here the lines of organization s«mcd ^ 
knit the professional groups together. Part o t e r which 

lie in the sheer physical proximity of “ u ^ a “„i«ting 
meant they were better acquainted and mo P . ^ floor 

with one another. For a more efficient pattern of “P"® 0 ”’^ diet i. 
dietitians had desks placed beside those o c large nur service 

dans might supervise the work taking p ace 1 between the 

kitchens This resulted in almost continuous interaction 

* w0 * . i frrmientlv with doctors and 

In addition dietitians interacted mor , q • tSi this hospital 
were included with nurses on daily tours o p scc b dietetic 

it was not uncommon for a young me tea ' . . h ip bad been 

advice from a floor dietitian after an informal relat.onsmp 

established. , j nrtnrs in this institu- 

The relations between dietitians, nurses, 
tion may be gleaned from the following intervi 
The assistant chief dietitian remarke . ^ ^ ^ ^ 

The relations between nurses and dietitians are because the 

Burrough Hospital (where she had previously ^ ot h cr so that if, 
nurses and dietitians work in close P™? 1 ™ 1 * |j p or order, the nurse 
for example, a dietitian forgets some i° situation is straight- 

merely has to speak across the desk to her and thc^ ^ jorry> j 
ened out. In a case like that the dietitian j g ut when you have 

forgot it,” or something like that, an it s anc j as k for things and 

a central diet office, the nurses have to ca ds to antagonize the 

point out little omissions such as these, wh.ch tends 
relationship between nurses and dietitians. hospitals 

One of the floor dietitians who had worked ot sever 

S31£ * : .. ople.” The relations 

At this hospital the dietitians are treated as |« 0 P ^ doCtors at the 
between dietitians and nurses and betwe 
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Bigtown Hospital were particularly bad. These relations were better at 
Northern Hospital but not as good as here. At the Bigtown H“P'“ 
the dietitians were in a constant fight with the nurses. I feel that the 
relations at this hospital between dietitians and doctors are particularly 
good. 


Another floor dietitian offered the following: 

Relations between dietitians and nurses at this hospital are extremely 
good. It is common knowledge that dietitians and nurses^ at other 
hospitals generally do not get along with each other. That’s because 
nursing has been accepted in the hospital for a long time, but t e 
dietitian is a newcomer to the hospital and is not fully accepted. One 
reason for the friction is that the nurses who were trained in the old 
school feel that dietitians are tramping on their toes and taking over 
some of the responsibilities that should be given to nurses. 

In a highly organized hospital, then, the work groups may be so 
aligned that they develop something of the mutual trust and identi- 
fication which the smaller institution often boasts. The portrait of 
cooperation on the professional, technical level which emerges from 
this series of quotations is frequently paralleled by intimate bonds on 
a different level. These less explicit ties may be forged as a result of 
the circumstances which make the dietitian or baker especially capable 
of doing small favors for staff and patients. The birthday cake for a 
veteran nurse, or the candy favors made by one dietitian for patients 
at Easter, are not usually feasible in a very large hospital; in smaller 
hospitals, where such features can exist without serious interference 
with the central task of patient care, they contribute a great deal to 
the institutional image of the dietary department. 

Even in the best of circumstances, the hospital faces unusually difficult 
problems in mass institutional feeding. The preparation and serving 
of food on a large scale is a complex operation in itself. In the hospital 
the hazards of this operation are compounded by the difficulties in- 
herent in a very mixed clientele, a long gap of time between cooking 
and serving, and the special role of food in the psychological economy 
of the ill. 



CHAPTER 



COMMUNICATION NEEDS IN 
A GROWING INSTITUTION 


nf service behind her 

AN OFFICE EMPLOYEE with ^aity y“« ^ effects this had 

described the way her hospital had g ro 

had on the people who worked there. Everyone 

In the old days .his hospital 'low 

knew everybody else, usually by his switchboard for a 

able to do several jobs. Why, I wouU b<= on ^ ^ in£orm a..on 
hours, then make some admissions, ssvitchboard was rig 

desk for awhile. Of course, that was when tne^ ^ ^ d . 
next to the office. And it svas so £r ‘ cn £ y ..’ ’ ’ wc saw her all the u • 
trator) had her office right across *c ^ y„u don. even 

Lately it seems as if the old atmosphe re 8^. ^ hcm bemuse 

know half the people you see in the hf any ncw faces to keep 

you should know them, but there are j because everything 

track of. We cant switch jobs an, « any of the <UP* 
a different part of the house. I hardly out of thing ■ 

Somehow it seems colder, as if the spin, had g 
more like any other job now. ^ become 

Remarks like this were so frequent in t0 employes “ 

routine. The changing scene had on coordination was vi 
chill their spirits. Moreover, the problem ^ s2mc language. ^ 
becoming acute. People no longer S P ^ important . 

The French sociologist Emile t0 communication 

say about the division of labor an 

3*7 
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He pointed on, that in 12%* 

munication problems did not seem • P f an d 

the outside world. Changes m then own ^ how 

far between. Behavior was governed by tradition, evcryon 
n aa-aThe had to do was follow the patterns aid down by h 
ancestors. What is more, everyone did just about the same t ”S S 
everyone else. Almost the only division of labor was between 
work” and “women's work.” Therefore there was a ready under 
standing of each other and explanations were unnecessary. 

As alociety becomes larger, Durkheim suggested, i a division Ifbor 
occurs. Men must specialize in their types of work if ewryo 
be fed and clothed. It is with this specialization that c ° mmu ” cat , 
difficulties begin to arise. If society is to continue to hang g > 
people must learn what to expect from one another and J’ 

in turn, are responsible for. The basis of unity changes from tradition 
to law. People with different functions learn to cooperate accor 1 g 
to rules known and acceptable to all. 

Formerly hospitals were almost worlds within thcmsclve . y 
employees lived, worked, ate their meals, and enjoyed fellowship withi 
their walls. The chief division of labor was between men (doctors; 
and women (nurses). Turnover was slight and tradition was para 
mount. The individual soon learned what was expected o im, pa 
because it wasn’t very different from what was expected of ot ers, an 
partly because any attempt on his part to change the pattern was sur 
to bring forth the protest, “but we always do it this way. 

In the preceding chapters we have related how multip e c ang 
occurred in hospitals and in their functions. With the c anging 
nology and the increasing number of patients came a stea y in ^ c 
in the numbers of employees and in the division of labor among 
As people became “specialists,” e.g., a telephone operator or a recep- 
tionist but not both at once, the old feeling of solidarity was os . 
stage of transition was reached wherein people seemed to ave 
shared understandings. Communication became a problem. 

The task of this chapter will be to explore what happenc w cn 
old basis for unity was lost and how coordination was soug t or 
gained within the hospitals which we observed. 

Bureaucralic Controls, Their Cause and Effects 
Chapter VIII which dealt with the head nurse described the ebang- 
ing organization of the nursing department. At one time a highly 
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centralized form of control existed with the Director of Nurses r 
ning the department virtually singlehanded. Later, as t e ospt 
too large to permit effective government by so simp e a me 
mand, power came to be dispersed among many persons, ea nurses 
grew to control their own floors and one autocrat was t us isp 
by many small ones. Finally a third stage was reac e in\ 
hospital nursing floors were being reunited under one me o ® , 

This development within one department reflects w a P 
in the hospital as a whole. The administrator former y £ 

grip on his organization, delegating authority on y to t e « 

nurses. In a sense, they were dividing men’s work from wom . . * 

for she directed mostly female employees such as nurses . * 

while he assumed direct responsibility for the employees m . 

plant, the maintenance workers, and so on. In s ° me S1 , UDD lies 
administrator in addition did all the purchasing, istri u ■ 

except for linens and medicines, handled all incoming an 
mail, and visited each department personally at least onc ^ ,Lj 
some cases stopping at every bedside. As departmen s , rt . 

hospital business continued to be routed across his es ', ta j 

ment head taking matters up with him and leaving m e . was 

problems in his hands. It might be said that commu ^ ^ own 

vertical, from lower levels of the hierarchy up to im a wcre 

a gain. Horizontal communications across departmen a 
limited striedy to informal matters. began 

When hospitals grew in size and complexity, increas j on 

to weaken this ancient system of control. Botdenecks w and thc 
the changing times, but they could not be excuse o > j n a 
administrator who tried to retain full supervision o tr i v ial 

growing institution began to find his day so crow Either 

matters that he had no time left for problems o gener or 

he had to neglect some areas while he concentrate ° of organ- 
faced the necessity of making basic changes in c P 

Just as in the nursing department, some org a ™ '^-ment heads, 
seemed to occur without planning. Strong-wiUc P from ,he 
impatient of delays, pushed against this pattern o hospital. 

KJP and began to win more control over their segmen {Q hirc 

They got permission to order their own supplies, ‘ , neeressivc 

and fire their own employees. In a few instances a s , influence 
^nd growing departments began to vie with each other for 
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over interdepartmental matters. In place of a closely unified institution 
under one head, one might see a cluster of departments uneastly held 
in check, or even worse in a state of perpetual war with one another. 

One way an administrator could maintain order in a mushrooming 
organization was to tighten paper controls. For example, where one 
department head had been ordering his own supplies and another 
asked the administrator for them by word of mouth, now both were 
asked to submit formal requisition sheets at stated times of the wee '. 
A junior clerk (or possibly the administrator's secretary) was given the 
task of combining these departmental requisitions into one master 
order so that supplies could be purchased by bulk and careful recor s 
kept of price changes. Later still a person skilled in purchasing may 
have been hired to handle this aspect of hospital business. Purchasing 
thus came once more under the province of the administrative offices 
but in the hands of a staff person rather than of the administrator 


himself. , 

Similarly in the course of time other staff positions were create 
within the hospital organization. Storekeeping was centralized, t ie 
employment of personnel, the handling of medical records, the ma ing 
of solutions for nursing floors, all these developments were handled m 
a way which yielded the possibility of checking back, discovering 
mistakes and assigning responsibility in the absence of close immediate 
supervision. They also represented, it may be seen, a change in t e 
communication system. Between administrator and department hea 
there came a scries of pieces of paper, and a new level of staff employees 
whose job it was to handle this paper traffic. The personal touch, t c 
old intimacy, was threatened by these new developments. 

It wasn’t always easy for people within the organization to ac £ c P t 
such changes, especially where new personnel was brought in to e p 
implement them. Many expressions of discontent were voiced in our 
interviews: 


Who is that little snip of a storeroom clerk to tell me that I have to 
wait till Thursday to get supplies? 


We heard outraged nurses express defiance and willfully go. hungry 
rather than go through the formality of asking a new dietitian or 
their meal when their duties in the operating room kept them usy 
until after mealtime. They had been accustomed to helping themse \es 
from the icebox. It is hard for people to accept such changes 'v en 
they sec them to be infringements on their freedom of action. !S 1S 
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especially the case, of course, when the person who has had some po'V 
in his hands sees it being taken away and given to someon . o 
or less status in the organization. The “outsider, the newcome 
organization, becomes an easy scapegoat for discontents. 

Building an Administrative Team 
As the problem of coordinating the increasingly restless 
grew more intense, a development occurred in some institu 10 . 

was quite a departure from tradition. This was the 
of department heads to form an advisory council or an a 
team, as it is sometimes called in industry. In this situatron dep^tment 
heads who formerly were responsible only for their partic 0 f 

of the hospital were now asked to participate in e r “P° . j own 
total hospital management. In the past they had c annc e jj nc 

the line to their osvn staffs, and perhaps some suggestio b _„ n 

to management, but always the direction of communica 
vertical. Now they were being asked to take 
as horizontal communications, passing ideas . 

departmental lines and thinking of the whole hospiml 
their own segment of it. This was clearly a sharp cha g h _ 

and responsibility for them. Just as in so many ° “P w hich some 
out the hospital! we found a transitional state during which ^ 
people caught on to new ideas and made notab e co “ expected 

others floundered along miserably, not quite sure what was exp 

In order to see what is necessary to achieve ' v '' 1 ‘"® c ‘“fd er on e 
among departmental groups, it might be wort w describ;ng it in 
extreme case where this was successfully do • made it suc- 

sufficient detail, we shall attempt to analyze just wh 

This hospital was run by a religious order, " extent it was 

only one of its kind studied we do not know t0 ' . . j discipline 
typical. The Sisters held the belief that it was goo a sister in 

for each of them to do all kinds of work. For this ,, 

charge of the most < 


at it was -r— - in 

to do all kinds of work. For this su ddenly 

- most exclusive private floor nug t - othc:r3py , might 

transferred to the laundry. Another, trained in p this 

I>e placed in charge of the drug room. Whatever ^ t hat 

had, and certainly there was a price paid, one or about dcp3r ,. 
almost all •»— c:-. n rrnnd bit or hnowicat, 


iuui w . — a price paid, one o depart- 

au of the Sisters had a good bit of {noW j employed, 
nients in addition to the one in which they were 
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They developed an institutional, rather than a ^"rental. 

Their institutional arrangements came to reflect , h * 

believed all types of work to be equally important. For «ample h 
offices of the director of nurses and the housekeeper were side by side 
on the first floor, identical in size, equally well furnished and «ju y 
accessible. There were no “orphan” departments and all had hign 

The Sisters had similar training, including education in administra 
tion. They “talked the same language.” Since they ate : all Id e ^ 

together, shared common recreation rooms, and had p . 

each other’s departments, there was an unparalleled ease o 
cation among them. Officially the department hea s (an 
members of the Sisterhood) reported separately to the a , 

who held all formal power. Actually the administrator enco g 
them to settle their differences among themselves wherever it 

This was admittedly an extreme case and nobody would seriously 
suggest that a secular institution should attempt to dup ica e 
pattern o£ relationships. Since it was a good example o * n | e S ^ 
within a hospital, however, we might examine it to i see w a 
learn from it, whether some of the advantages of the c ose 
munity might be acquired in other ways. It seemed to us 
. crucial elements here were (a) clearly defined formal 
; freedom to communicate across departmental lines, an cv ^.? _^ er 
agement to do so, (c) familiarity with the problems o a ^ 
/departments, (d) similar educational background w 1 e . f 
> communication of ideas, and (e) common members ip m 
stressing service and high motives. 

Formal Power, Clearly Defined a jj 

In this particular hospital there was an easy relationship be ^ 
levels and people expressed their views simply an or , . knew 
occasion. At the same time, it was perfectly clear that everybody knev. 
where authority and responsibility lay. There "™ n ° lcs a bout 
power relationships. This, of course, fits well with ...here they 

good organization. People work better when t ey no ' , , w hat 
stand in relation to others, who their superiors ar ^» , v sU ch 
things they will be held responsible Organization which 

rules than to practice them, particularly \ sccmc d to 

is expanding rapidly. In some hospitals it 
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bewildered employees as though a new set of policies came ou ^ 
week. In the institutions we studied, it was realized tat t e in 
understandings of the past were no longer sufficient, sery e 
being made to provide guides to employees in the orm o )° 
tions, written personnel policies, organization charts, an so 
of authority and responsibility were clarified, occasions y 
much vigor perhaps, although this certainly wasn t an inev: . j 

One incident may serve to illustrate how flexibility nanberetamed 
even in the face of formalized policy. A head nurse w J j ]C 

a new nurses' aide and handed her a written job description, 
did so she explained: . , 

Here is your job description. These “J' upkherc arc P rctt J 

responsible for, but I think you will find F P ^ { ic ] p y0 u 
cooperative. If you give them a hand upon occasio , 
out when you need it, too. 

This particular department was characterized by att ;_ 
among its employees and one can see how it s e 
tude of the head nurse. 

Communication Across Departmental Lines 
In one hospital the employees told us somewhat t y 
Listen, die reason this place runs is not because of the organ.aauon 
but in spite of it. ^ ^ I 

We found that within this hospital there svas a yy[ roos t 

relationships which united people together as per ^ on j n g the other 
a ny problem could be taken care of simply* one perso^ was true in 
and by common consent shortcutting the re ta P c * ^ S3IT1C degree, 
all the other hospitals as well, although not a way t0 „ c ther across 
The hospital just wouldn’t run if employees i ^ small example, 
depanmental lines when emergencies arise. T.o P jf ^e nurse 

suppose a piece of oxygen equipment goes ou cn gineer, and he 
were to report it to the head nurse, she to e ^ before the equip- 
to the repairman, the patient would proba y n urse phones 

ment was fixed. A short cut is taken in such a ^ ^ o£ “first 
the maintenance office and the repairman, igu Everybody 

come, hrst served,” drops everything and com . embarrasses 

Who works in a hospital knosvs this, but someumes 
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them. They feel that it would be better form if everyone “went through 
proper channels." • 

All organizations have need for both vertical and horizontal com- 
munication lines. The vertical ones unite the levels of the hierarchy, 
so that policy formulated by top management is communicated to the 
rank and file, and grievances or problems of work-flow experienced 
below can be carried back up to authorities for correction. Where there 
is a relatively simply flow of work, as on an assembly line, the vertical 
channels of communication are much more nearly sufficient to keep 
the organization running smoothly than they are elsewhere. A machine 
breaks down, the employees report it to their supervisor and then sit 
down and wait for corrective measures to be authorized. Nobody 
dies. In a hospital it can’t be handled like that. In fact, we are finding 
that any organization in which customers and employees meet in a 
face-to-face relationship must of necessity allow greater flexibility at the 
lower levels. Employees must meet the needs and desires of the cus- 
tomer who faces them. This means that they have to use judgment. 
They must have freedom to adapt general policy to meet specific needs. 
That means they must know policy and also know how much leeway 
is allowed them in adjusting it. 

In our experience, the coordination of people and services in hos- 
pitals is amazingly good. In fact it is almost phenomenal that so many 
patients are cared for so adequately. This is due, in many cases, to 
good horizontal communication which has arisen informally, without 
planning or even in some cases without sanction on the part of formal 
authorities. 

Obviously problems do arise when people take shortcuts. Two •em- 
ployees somewhere down the line of work may get together to case the 
path of one patient. They may have the best of intentions, but because 
they lack an adequate perspective on the total organization they may 
only succeed in making life more difficult for everybody. When this 
happens, management may be inclined to clamp down on such volun- 
tary cooperation and attempt to enforce a stricter conformity to rules 
and to vertical communication lines, when what is needed is better 
informed employees rather than simply more obedient ones. Employees 
must know not only their own jobs but should see how their work 
fits in with that of others. They must have a feeling for the organiza- 
tion as a whole. 

In the case of the hospital mentioned above, that feeling came 
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through the closely united Sisterhood. What other ways can be used 
to create this feeling? 


Staff Meetings 

One way to achieve a common understanding is to provide a meet- 
ing place where ideas can be freely exchanged. Get representatives 
from all departments around a table and let them talk things oyer; 
that has a good, wholesome sound to it. Yet, in some of the hospitals 
we studied, the suggestion brought quick frowns to the faces of some 
disillusioned people. They had tried holding meetings, with disheart- 
ening results. It might be illuminating to consider some of the problems 
actually encountered. 

In one situation there were cries of outrage when a hospital school 
of nursing was denied a grade “A” accreditation on the grounds that 
it lacked formal faculty meetings. The thing which hurt most was that 
a nc ighboring school received the coveted “A.” The deprived admin- 
wtxator protested: 

is silly. It is just plain silly. Why, our faculty meets every day at the 
lunch table. They talk things over all the time. Now what do they 
want a meeting /or? 


study of the second hospital, the one which received the ‘ A 
revealed these differences. The faculty here also met every day for 
n orrnal give and take, talking things over as individuals. When they 
in faculty meetings, however, the things they talked about were 
and ^ CrCnt kind. These weekly sessions represented a self-conscious 
systematic attempt to review the school program and to develop 
a unified s"'-:* — - . - . ... . . c .in- 


spirit concerning it. Ideas were regularly brought in from the 
P er sons who were assigned the duty of reporting on them. 
min 0 C k ec P* m g of records, the sometimes tiresome reading of the 
j ng formulation of agendas, represented this same systematiz- 

s«sio rCC ' ^ utl “S things down on paper, like discussing them in open 
rfividiTl 3CtC ^ ^ 3 contr °l device. It became more difficult for in- 
tfi c ! 10 3ct fn a capricious fashion afterward. It might be said that 
Anoffi C P^uomenon was one which led toward controlled progress, 
nurses TTi "° 5 P Ita ^ experimented with meetings for its general duty 
to Padm‘ ncvcr before been given an opportunity to sit with 

No sqq mis |jytion and when the great day came, an explosion occurred. 
ncr id they come together than the nurses began telling the 
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president of the board how terrible the food was! The outraged admin-,,, 
jstrator commented the next day: 

How can they sit In judgment o£ management when they have never ^ 
had experience in it? Imagine talking like that to the President of t e s 
Board! In the old days people would have to work at a place for years : 
and years before they were given opportunity to make suggestions to * 
management. I think we have gone too far in giving youth its say. They ; 
don’t know what they are talking about 


This reaction might be paired with that of another reported failure. 
This was a meeting of departmental heads which met for two or three 
times and then faded out of existence: 


We used to meet in what we called a departmental day. Every meeting 
we would take somebody apart. One time it would be the nurses, t c 
next time it would be the laundry or the dietitian. The day we took the 
dietitian apart she broke down and cried, but it was really what she 
needed. You see, she more or less set herself up on a pedestal, she too^ 
the attitude that she was on a professional salary ahd you weren t, an 
therefore her job was more secure. I think that meeting helped her a 
lot to see how other people felt about it. 


Whether or not it helped the dietitian, the fact remains that these 
meetings promptly died out, and one could guess why. No matter how 
enthusiastically the group may have joined in to criticize the dietitian, 
what possible motivation did the remaining department heads have 
for looking forward to their turn on the block? Certainly one mignt 
expect that one after another they would begin to find it incon- 
venient” to attend meetings. If a new experience is to be repeate 
willingly, the psychologists tell us, it must be seen as a reward an 
not a punishment. This is at the root of all learning. 

Why would an administrator who is used to doing all the talking 
and all the decision-making want to sit and listen patiently while ha 
informed persons criticize his past performance and make crackpot 
suggestions”? There must be a strong feeling on his part that some 
reward will follow the punishment. For example he might work on 
the theory that by talking things over first, people will become more 
ready to accept change and to participate willingly to bring it a ut. 
If he looks at it that way, he will endure the suffering which the shar- 
ing of decision-making means for him. Otherwise his patience wi 
wear thin. 
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personal involvement. Eac pffectivelv The fact that 

risiHra-wA 

^The' phrase “an honest consensus o£ opinion" is the key to thc se “' r 
tence above, o£ course, and the key to the success or failure : o£m»y 
meetings. The element o£ leadership is such an obvious factor that on 
almost hesitates to mention it. The form o£ democracy doesn t mea^ 
very much i£ the substance is missing. People accept 
they expect that it will be cognizant of what Quakers call 
of the meeting." The leader can’t, in the last analysis, go flying off on 
a tangent of his own in disregard of the groups will »" 
willing to forfeit their support. The real test of effect.ve leade hip 
lies in the willingness of the rank and file to implement h.s decisions 

; with action. , , _ < r 

Perhaps this is the place to reiterate that democratic procedur 
mean rule from the bottom either. The hospitals in which we saw 
efficiency and harmony were quite evidently run from the top > 
the supervisory staff serving, so to speak, in advisory capacity 0 
management. There was sometimes a remarkable free om to 
opinions and to participate both in discussions which prcce e 
tive decisions and in the implementation of policy that o owe , 
it was taken for granted that the final authority an responsi 1 * 
policy was to be exercised by those in legitimate positions of authomy. 

A factor which seemed to worry some people was the fierce y 
which some employees showed to their particular epartmen ■ 
suspicion arose that their departmental esprit de corps preven e 
integration with the rest of the hospital. Our observations e 
doubt this. We found that it was true that the strongest loyal y 
feeling of identification came within the smaller units, u J 
people from well-knit homes can make the best citizens, so people 
from well-knit departments can be turned mto the most oy 8^ 
ization supporters. It is up to the administrator and th p 
heads to bring about constructive relationships. . • , 

We participated in two experiments whose purpose svas niM d 
just such a unity of feeling among departments. These wer g 
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under the direction of university extension teachers. In these meetings 
the heads of various departments took turns describing the wor ' 
their staffs, the changes they were facing and the kinds of pro ems 
they encountered in trying to schedule the work and to maintain a 
high level of performance. This exchange of knowledge appeare to 
bring about sympathetic insight and a desire to work toget er on 
common problems. 

One example of the results of such a session was this. The operating 
room supervisor had the floor and she described the procedures an 
organization they were using. After her talk a receptionist as 'e er 
what the reason was for delaying information on the outcome o 
operations. She said that it was very embarrassing for her staff to ave 
members of the patient’s family sitting around the lobby waiting tor 
news. They would ask for information, the clerk would phone surgery 
and be told that the operation was still going on. Then, e ore 
she could hang up the receiver she would see the surgeon stro 'Og 
b Y pulling on his street gloves as he moved toward the door. e 
updating room supervisor replied that this was reasonable because 
'he surgeon very seldom finished the job of operating. He would do 
'he surgery and then leave the closing of the incision to his assistants. 
Many operations would continue for a half-hour after the chief surgeon 
left the room. The admissions clerk heard this with amazement, 
it had never occurred to her before. She remarked with obvious rebel 
' at at last she knew what to tell the distressed family- The pu ic 
relations factor here is obvious. In addition, when the operating room 
supervisor said that the ringing of the telephone was a distinct annoy- 
ance and a delay to their work, the receptionist promptly agreed not to 
“'I any more upon the promise that the nurses would call her at once 
''men the patient was wheeled out of surgery. Thus this problem was 
andlcd with great satisfaction to both sides. 

, «pect °f the communication problem lies here: How ar own 
a me should one carry this exchange of ideas? This appeare to 
™ undecided in most hospitals. The typical pattern of development 
f that as the hospital grew larger and busier, some increase in con- 
duction down the line occurred. Usually this first involved top- 
ed ‘mg persons in top-ranking groups. For example, the doctors w o 
” arat the heads of particular staffs were given more voice in policy 
Then perhaps a few of the most trusted nurse supervisors 
lil" 3 ow<:d to sit in on policy decisions, and so on. In the course of 
~ M hospital-wide problems were experienced, more and more 
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participation was given until a majority of the supervisory staff was 
involved in committee work of some sort. 

At the time of our study, this trend had gotten to )ust about th 
level In one instance an effort was made to increase the feeli g 
belonging among rank-and-file employees by putting out a mon* y 
newsheet containing information of institution-wide mteresu In a few 
places meetings were being held for rank-and-file employees within 
certain departments. We didn’t observe any interdepartmental meet- 
ings for people at this level. Whether this trend to encourage the par- 
ticipation of employees down the line would continue or not an 
whether if it did, it should be considered “progress is beyond our 
knowledge. Certainly at the department head level it is important or 
the individual to be able to relate his staff effectively to the work or 
other portions of the organization and the ability to do so rests not on y 
in having adequate knowledge but also in being motivated to o a 
good job in this respect. The motivation seems to be strengthened as 
identification with the whole institution increases. 

Education and Unity 

The multitude of technological and organizational changes which 
have been occurring in hospitals seemed to arouse a widespread ear o 
inadequacy among employees, together with a strong desire to earn. 
Educational devices were, like meetings, springing up everyw ere. 
Much of the effort to learn was individual, but in addition a goo > 
was being done on an institutional level as well. The indivi ua w o 
went out alone to study sometimes experienced frustration w en 
returned, full of new ideas and with limited opportunity to expres 
them. When the group studied together, the total effect was muc 
greater, for each individual helped to bolster the morale of the next, ne 
ideas were put into action, and cohesiveness within the institutio 
appeared to grow as mutual understanding and interest increase . 

In the religious hospital we studied, the administrator fe t it esira 
to bring formal university courses right into the hospital: 

Some of our Sisters had been supervisors for twenty-five years hut * 
they felt it was worth their while to get this additional training, 
inspired the other nurses. They felt that if the supervisor on e » t 
thought it was valuable for her after all those years, may e ey 
too old to get educated either, so they began taking the courses 
there are several of them going to the University each summer. 



COMMUNICATION NEEDS IN A GROWING INSTITUTION 331 

These classes provided college credits toward the B^. degree. M°r 
over, they provided ample time for discussion within e group a 
since they were attended by both practicing supervisors an poten 
ones, the indoctrination of the younger members of c group . 
organizational thinking cannot be underestimated. From . e a Z 15111 , 1 * 
trator’s point of view, one of the chief merits was the spirit o unity 
which grew from working and studying together. 

There are too many types of experimental programs going on to ay 
to even attempt to list them. Institutes are being held for oc ors 
some places, for nurses in others, and for both groups toget er m s , ’ 
Cther situations. “Ward classes” or case-centered discussions in w 1 
doctors, nurses, and a wide variety of student nurses, octors, an 
technicians are included, are extremely popular. There are e ucation 
Workshops and institutes being given by the various hospita assoc 
dons, not only for administrators but for directors of nurses and super- 
visory staffs. . 

In our experience, a feeling of pride is common among emp oyces 
who are entrusted with the privilege of attending a distant con cr 
fnd reporting back on what they learn. The reports aren t uniformly 
helpful, of course, but there is a pretty consistent enthusiasm an 
experience is generally seen as a recognition of conscienuous sen ^* 
In itself, this provides an incentive to others. It is usu to 
empl 0 y CCS who attend meetings of their own professional group, 
whether nurses, technicians, medical record clerks, or ouse 'cep , 
tend to return to their own organization with heightene mor ♦ 
Apparently one wants to be proud of one’s own institution and any 
comparison with other organizations causes a person to e en 15 
and to concentrate attention on its better points. In addition, t e 5 
m g of ideas and insights about a work situation helps to ring 
a fresh perspective on it. 

Conclusion 

..Ah of the hospitals we studied faced similar problems,, although i 
differing measure. Old patterns of relationship were being outdat 
as hospitals grew in size and complexity and new patterns vver re 
m P roccss of coming into being. The growth of impersona ity 
resulted was bewailed by many persons. The tediousness o 
^ratic interference” was bemoaned by those who resente e 

of line of command. There was ample evidence to support^ 
c aims of malfunction. There was also evidence that many complaints 
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grew from a transitional stage of organizational development. To put 
it another way, it was not the biggest hospital studied which had the 
most problems. It was rather those hospitals which were still in the 
early throes of adjustment. Once established, it appeared that a large 
institution could function satisfactorily from most points of view, 
although its basis of unity must necessarily be more formal than that of 
a smaller one. 

It was clear that the tempo of change was very much influenced by 
the example and attitude of those highest in the organization. The first 
part of this book dealt with relationships among trustees, admini- 
strators, and medical staffs. Evidently harmony is necessary at this level 
if it is to be won further down the line. 

In some places, new ideas in communication and participation were 
- oerimented with gingerly and such experiments were occasionally 
' «.d by hasty retreats back to older, more familiar ways. In other 

ses new ideas were being greeted with enthusiasm and imperfect 
adaptations were followed by better ones as people gained skill and 
confidence. It was clear, however, that adjusting to change did not 
easily anywhere but required work on the part of those respon- 
1 for organizational effectiveness. 

We have discussed some of the many kinds of experiments in organ- 
ization which were going on. One was the creation of new departments 
whose primary function was to centralize business controls. Such 
departments frequently encountered resistance on the part of line 
officers, but nowhere did we see them abandoned. Another series of 
changes affected the disposition of authority and responsibility. In all 
cases where we saw a change it was in the direction of a wider dis- 
tribution rather than a narrower one. It included in some instances the 
appointment of administrative assistants. Elsewhere we saw executive 
supervisors put in control of large segments of the institution. In still 
other instances all department heads were being given a larger share 
of managerial functions and were becoming an integral part of the 
administrative team. In all of these instances there was typically a 
period of confusion until a common understanding came to be shared 
concerning the way the new system geared into more familiar aspects 
of the organization. 

All of the hospitals were experimenting to greater or less degree 
with communication devices such as meetings. These were of various 
types and degrees of success, but all of them seemed to stem from a 
common philosophy. It was believed that the very act of drawing people 
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together and granting them the right of discussion would in itself exert 
a therapeutic influence on organizational harmony. It didnt always 
work out that way, but successes were sufficient to encourage further 
experimentation. We observed progress being made and saw that for 
the most part this was on a trial and error basis, each hospital learning 
from its own mistakes much more than from the example of others. 
This may not be the cheapest way to learn, but it appears to be an 

effective way. . , , 

Like meetings, educational devices were growing in frequency. In 
another chapter it was noted that the multiplication of pressures from 
outside agencies was often greeted with a sigh on the part of hosp.ta 
administrators. In this instance, the administrator typically was grateful 
for the help offered him in getting and keeping his employees up 
date. National hospital associations, public health agencies, and uni- 
versities, as well as the many professional and occupational socicucsto 
which hospital employees belong, worked toget er ^° j nce f r - 
lenge of the immense advances being svon in the fields of medicine 

and medical technology. ... • . f lirt hcr 

Whether the strain on hospital organizations will “L 'Ihead* when 
passing of time remains to be seen. There may c a p consolidate 

administrators will have a chance to draw a deep . breath am 

f - - “v •“ arse- et . 
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Clerical workers, 136-45 
in communications jobs, 142-43 
economic position, 139, 140, 145 
identification with hospital, 137 
jobs described, 136 
in outpatient clinic, 278, 280-81 
relations with other hospital groups, 
144 

relations with public, 140-42 
satisfactions and dissatisfactions, 137- 
40 

Clinical instructors, 103-104, 1:0 
Cliques, 194-95 

Communication needs in hospital, Sty- 

administrative team helps answer 
need, 321 


bureaucratic controls result in need 
for better communication, 318-21 
case history of integration in religious 
hospital, 321-22 

clearly defined power aids communi- 
cation, 322-23 

common understanding achieved 
through staff meetings, 325-30 
communication across departmental 
fines, 232-34 

communication difficulties arise with 
specialization, 317*18 
group education contributes to com- 
munication, 330-31 
group meetings with discussion 
rights, growth of, 332-33 
Community and doctors, 90-91 
Community-hospital relationships, 7 
through birth of child, 234-35 
through obstetric department serving 
all classes, 218 

see also Hospital-community relation- 
ships 

Community, social structure of and in- 
fluence of trustees, 49-50 
as related to hospital relations and 
policy-making, 36-37 
and selection of trustees, 39-41 
see also Trustees, interaction with 
administration and medical staff 
Cost of specialized services, factor in 
growth of hospital care, 5 
Cost accounting, 29 
Costs 

administrators seek to bring charges 
into line with, 7-8 
direct, to patient, 8 
other than hospital, 8 
of premature care, 240-41 
Cushing, Harvey, 81 

Davis, Allison, 149 

Death rates, relationship to unsanitary 
conditions in hospital, 4-5 
Deficits, hospital, 7 
Delivery by Caesarian section, 227 
described, 228-30 
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Delivery room, 224*30 
morale factors in, 224-25 
Depression 

hospital contributions of wealthy re- 
duced by, 7 

hospital-insurance plans begun dur- 
ing, 8 

Diagnosis, relation to laboratory tests, 

. 285 

Dietary department, in, 297-310 
changing qualifications for dietary 
work, 297-98 

dietitian-cook relations, 306-308 
food as symbol of security, 298-99 
hospital-wide relationships, 297 
and morale of hospital staff, 301-302 
nutrition as therapy, 298 
operation, 302-303 
personnel, 303-306 
relations with other hospital person- 
nel, 311-16 

scientific approach of dietitian vs. 
traditional methods and personnel, 
298 

unskilled worker-supervisor rela- 
tions, 309-31 1 
Dietitians, 305-306 
relations with doctors, 305-306, 311*13 
relations with nurses, 311, 3 X 3 - X * 
see also Dietary department 
Dining rooms, arrangement and use of, 
show status and relationships, 301- 
302 

Disease, social attitudes toward, 26-27 
reflected by hospital workers, 26 
Divisions of interest, 78 
Doctor, concepts of, 12, 13, 14, 2 7 » 7**75 
95 » 125 

Doctor-nurse relationships, 14. 87-89, 
104, 105, 109, 112-13, 254-55 
in delivery room, 224-30 
in outpatient clinic, 283 
in post-partum care, 233 
in surgery, 263, 267 
traditional, 98-99 

Doctor-patient relationships, 7 I_ 75 » ° 2 ' 
83, 125.26, 257 


during delivery, 226-30 
implemented through nurse, 87, 88 
in outpatient clinic, 274, 282 
patient seeks information from doc- 
tor, 27 

psychic factors in, 71-74. 9 ° 
therapy determined by doctor rather 
than hospital, 83 

see also Doctor, concepts of; Family 
doctor 

Doctors, 67-69, 71-91 
as administrators, 53 
and social and economic problems, 
90-91 

characteristics of, 7*-75 
interaction with administrator 
through research activities, 899° 
interaction with administrator and 
trustees, 35 - 38 , 59 * 4 , <*>. 7 *' 77 ’ 

of human relays® 
involved in hospital!, 6 
little involved with administrative 
problems, 35 
in medieval hospital, 4 
in outpatient clinic, 27 79 « 

relations with admissions personnel, 
208 - 2 II 

relations with community, 9n^t 
relations with diebtians, 305-306, 31 

relations with hospital, 6, 36, 7 *» 

retadtms with switchboard operators, 

relations with trustees 45-47 
responsibilities of, 75v 
values of h«P ,u * ^ 0 (; Doctor- 

see also Doctor, noctor-patient 

n-se rebnonsh^ D^^ 
relationships. ^ Mct Hcal 

^Metropolitan hospital-; 

training, M Surgeons 

obstetricians; Speoausta. 

Durkhehn, Emile, 3 * 7 ' 
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Economic changes, see Social changes 
Economic incentives in hospitals, 184 n. 
Economic status 

of hospital employees, 163, 263 n. 
of patients on surgical \s. medical 
floors, 247-48 

see also Middle class; Poor, the, as 
patients; Wealthy patients 

Education 

for hospital personnel, 330-31 
see also Laboratory technicians; Medi- 
cal schools; Nursing education 
Electrocardiograph, 5 
Employees, see Personnel 
Equipment, development of, 5 
Ethical values in obstetric department, 
227-28 

Eye surgery, 244 

Family doctor, 72, 90, 125 
Family ties, closeness of, in South, 14- 
*5 

Far West, hospital traditions of, 12-13 

Faxon, Nathaniel W* 7 

Finances 

and board of trustees, 44-45 
community understanding of, essen- 
tial to good public relations, 23, 
24 

money problems symbolize under- 
lying conflicts, 44 

trustees’ attitudes toward, expressed 
by administrator and doctor, 45 
Flexner Report, 8-9 
Foilett, Mary Parker, 68 
Food, 4 

see also Dietary department 
Functional authority, case history in, 

67-68 

Goodrich, Annie Warburton, 96, 97 

Handicapped, as patients, 16 
Health care, concept as human right, 9 
Health, public 

changing attitudes toward, S-so 
relationship to national welfare, 9 


Hierarchy, hospital, 17-18, 66, 76-77, 
3*9 

Hill-Burton Act, 10, 12 

Home, locos nf medical practice until 
mid-nineteenth century, 4 

Housekeeping department, tta 
see also Laundry and housekeeping 
employees 

Housekeeping employees 
relations with patients, 187 
see also Laundry and housekeeping 
employees 

Hospital 

broadening of scope to concern itself 
with whole person, 7 
center of medical development, 7 
center of nursing education, 5 
change in demand for accommoda- 
tions resulting from hospital insur- 
ance, 8 

change in role to community institu- 
tion, 7 

changes in physical plant, 53-54 
charitable tradition of, 4, 7, 8 
community’s concepts of, 16, 25 
doctor’s position as guest in, imposes 
parallel lines of command, 83-86 
evolution of modern, 3-6 
function as medieval institution, 4, 7, 
3M»- 

increased utilization of, 28-29 
modern concept of, 35 
organization of human beings, 3 
overcrowding, reasons for, 7, 8 
power structure of, 35-91 
threefold purpose of, 89 
transformation of, as result of mod- 
ern medicine, 4-5 

uniqueness of, from standpoint of 
human relations, 3 
values to doctor, 5-6 
Hospital, mental, 6 
Hospital, metropolitan 
advances in personnel relations and 
psychological care, 21 
advantages and disadvantages of, 15- 
24 
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interne’s evaluation of learning situa- 
tion in, 17-18 

nurse’s evaluation of work situation 
in, 18-19 

Hospital, rural, n 
Hospital, small-city 
advances in technical equipment, 21 
advantages and disadvantages of, 15* 
24 

nurse’s evaluation of nurse-patient 
relationships in, 20 
nurse’s evaluation of work situation 
in, 18-20 

Hospital, teaching, 75, 76, 77, 78-80, 89 
see also Teaching in operating room 
Hospital, voluntary, 6, xo, 12 
Hospital-community relationships, 11-25 
closer interaction between hospital 
and small community, 21-24 
community opinion adversely affects 
hospital reorganization, 21-22 
community sentiments and employee 
morale, 11 

history of individual institutions af- 
fects community attitude, 22-23 
regional differences, 12-15 
Hospital insurance, 16, 28, 29, 30, 95 > 
99, 112, 140-41, 144 

effect on accounting and bookkeep- 
ing. 8 , . o 

effect on hospital accommodauons, 

establishment of, 8 
Hotel Dieu, 4 
Hughes, Everett C., 105 
Human needs vs. materialism, 65-00 
Human relations 
"contagion” in, 66-67 
in hospital, as compared with other 
groups, 3 

in hospital, established patterns 
changed by evolution of hospital s 
role, 6 

important factor in interaction among 
doctors, trustees and administra- 
tors, 86 

see also sub-entries Relations, Rc a * 
tionships 


Industry . 

power structure of, contrasted with 
that of hospital, 43 
relationship to metropolitan hospitals, 
16 

supervision in, compared and con- 
trasted with hospital administra- 
tion, 69-70 

Infection, control of, 285 
Interaction and interpersonal relations 
analysis of group, pair, and single 
assignments in laundry and house- 
keeping department, 185-86, ■ 9 t 9 6 > 
IQ 7-08 , . 

analysis of group and single assign- 
ments in obstetric department, m 3 
in dietary department, 302-303 

M'^^ein^ng 
factor in larger group, 3 ^ 
in surgery, 260-62, 265 

-jSSSs-ss 

sSAstm 

ings 

Internes, 77~^° -,fSLnv tee also 

role in surgery. *6&7U 
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’"LTaS Surges and internists 

|oint Commission on Accreditation of 

Hospitals, 10 
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tion needs, 3‘7* lS 

tal and cultural factors in, 

S, 219-24 
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Laboratories — Conf. 
examinations, 5 
facilities, 6 
functions, 285-86 
isolated nature of, 284, 290 
relations among personnel, 291-92, 
293 

Laboratory director 
concepts of, 287, 292 
qualifications and dudes, 286-87 
Laboratory supervisor, 291 
Laboratory technicians, xxx 
evaluation of technician's life vs. 
nurse's, 290-91 

qualifications and duties, 285-86, 287 
reasons for vocational choice, 288-89 
relations with doctors, 295-96 
relations with nurses, 294-95 
relations with other hospital person- 
nel, 290, 293-96 
relations with patients, 294 
satisfactions, 28992 
training, 292-93 

Laundry and housekeeping employees, 
182-98 

analysis of group, pair, and single 
assignments, 185-86, 192-96, 197-98 
contrasts in turnover between depart- 
ments, 182; see also analysis of 
assignments 

job descriptions and characteristics, 
182-83 

relations with nurses, 191-92 
status considerations, 190-94 
supervision, patterns of, 187-90 
supervisors, selection of, 196-97 
work patterns and job satisfaction, 
184-85 

working conditions, 186-87 
Life expectancy 
increase in, 9 
of doctors, 74 

Maladjustment, psychic and social, 7 
Male employees, r6r-8r 
attitudes, general, 1 80-81 


see also Dietary department person- 
nel; Nurses, male; Orderlies; Semi- 
skilled workers; Skilled workers; 
Unskilled workers 
Medical care 
organizations, 9-10 
religious motivation for, in medieval 
hospital, 4 

Medical consultation in medieval hos- 
pital, 4 

Medical records, 83-84 
Medical research, hospital as center of, 
6 

see also Research 
Medical schools, 17, 71 
Medical staff, 89 
committees, 63 

organization and operation, 76-78, 
84-86 

Medical training, 71, 74 
in hospital, 78-80 
Medical treatment as cooperative 
achievement, 3 

Medical and surgical floors, comparison 
of, 24,-59 
doctors, 255-57 
nurses, 244-58 

orthopedic, cyc-surgery, and ped- 
iatric floors as combining features 
of medical and surgical floors, 257- 
5? 

patients, 246-51 

technology and working conditions, 
244-46 

work organization and human rela- 
tions, 252-57 

Medicine, advances in, 9, 82, 95, 99-100, 
246-47, 248-50, 268 
effect on nursing education, 103-104 
and stress on practitioners, 74-75 
see also Antibiotics 

Medicine, practice of, laboratory reports 
serve as quality control, 285 
Middle-income groups 
increased ability to pay for hospital 
care, 8 

as patients, 16, 28 
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Morale 

factors in, 66-67 

stimulated by functional authority, 69 

Nightingale, Florence, 4-5, 62 
Nurse, concepts of, 95-96, 97, 105, 116 
see also Medical and surgical floors, 
comparison of 

Nurse-doctor relationships, see Doctor- 
nurse relationships 
Nurse-patient relationships, 112 

adjustment to changed conditions in 
hospital, 95-96, IOJ-103 
arising out of two-way psychological 
need, 253-54 

changes in, in recent era, 95-96 
complicated by diversity of social 
classes as patients, 28 
complicated by overcrowding, 28 
complicated by increase in patients 
with minor ailments, 28 
during labor, 220-22 
on medical and surgical floors, 244-57 
in nurseries, with infants and 
mothers, 238-39 

in outpatient clinic, 274-75, 281-82 
patient seeks information from nurse, 

. 27 

in post-partum care, 231-37 
sometimes inhibited by doctor-patient 
relationship, 82 
Nurses 

as administrators, 53; see also Super- 
visors, administrative factors affect- 
ing relationships with other per- 
sonnel, 106-107 

interaction through group meetings, 
122-23 

in outpatient clinic, 278 
medical, sec Medical and surgical 
floors, comparison of 
relations with admissions office, 213- 
*5 , 

relations with dietitians, 311, 3 r 3* IC> 
relations between graduate and stu- 
dent nurses, 254 


relations with laboratory technicians, 

2 94-95 ... . 

relations with nursing auxiliaries, 

153-56 

surgical, 271-72; see also Medical and 
surgical floors, comparison of 
Nurses, director of, 118-19 
Nurses, head, 103, 108-124 
change in position with growth of 
hospital, 118-19 

and communication upward, 122 
determines climate of nursing floor, 
118 

as head of team, 116-17 
need for training of, 114-15 
relations with doctors, 1 12-13 
relations with non-nursing depart- 


ments, 111-12 

relations with patients, 112 
relations with superiors, 118-22 
summary of role, I2 3*24 
supervisory duties, 109-118 
traditional pattern, 108-109 
varying attitudes, 113*16 
rurses, male, 167-68 
lurses, older, 113 
problems of, 102, 103-104 
torses, practical, 146*7, '53-54, '55 
lurses, private, "O'" 1 , 

lucres, student, tea, l<& '' 7 

on medical and surgical floors, -52-53 
on post-partum floor, 234-35 
sec also Nursing education 
lurses’ aides, I02-IU3 
sec also Nursing atncltanes 
lurscries, 236-4* 


"loin authority patterns, ^S-toa 

I*?, its** 

oors, comparison of 

"S£i>d «■* 

wrs, comparison of 
I to patient are, 5 
also Nursing profess' 
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Nursing auxiliaries, 146-60 
background of nonprofessional nurs- 
ing, 146 

characteristics, 147-48 
interest in medical arts, 157-59 
on medical and surgical floors, 252-53 
on post-partum floor, 233, 236 
relations with nurses, 103, 153-56 
relations with patients, 156 
rivalries, 151-56 
selection and training, 148-51 
Nursing care, standards of, 105-106 
Nursing education 
changes in, 103-107 
early days of, 96-99 
need for additional training in pre- 
mature nursing, 240 
need for greater understanding of 
psychological factors and cultural 
attitudes in labor and post-partum 
care, 220-23, 238-39 
reforms in, 5 

Nursing education, director of, 118-19 
Nursing profession, 95-107 
Nursing service, director of, 118-19 
Nursing team, 116-17, 121-22, 235 

Obstetric department, 218-43 
analysis of group and single assign- 
ments in, 243 
division of labor in, Z36 
morale factors in, 218-19 
nonprofessional personnel in, 241-42; 

see also Nursing auxiliaries 
subdivisions, 218 

see also Delivery by Caesarian sec- 
tion, described; Psychological fac- 
tors 

Obstetricians characterized, 225 
Operating room, 260-72 
attitudes in, 263-68 
features common to all operating 
rooms, 263-65 

interaction in, see Operation, de- 
scribed 

nurse’s role in, 265-66, 272 
patient’s role in, 262, 264 


teaching in, 268-70 
types of operating rooms, 268-71 
unique features in operating rooms, 
270-72 

see also Surgeon 
Operation, described, 260-62 
Operations 

increase in number and complexity, 
5 

minor, 260-71 

in teaching vs. nontcaching hospital, 
268-70 

Orderlies, 103, 165-73 
jobs described, 165 
migrant types of, 165-67 
morale factors among, 170-73 
relations with nurses, 172 
relations with patients, 168-71 
self-advancement, desire for, 168-70 
Orient, hospital-likc institutions in, 3-4 
Orthopedics, 244, 257 
Outpatient clinic, 273-83 
administrator, 280 

direct contact between community 
and hospital, 273-75 
patients, see Patients, clinic 
staff, 278-80 

typical relationships, 280-83 
work of, 275-76 
Overcrowding, 28, 95 
see also Admissions office 
Oxygen storage, 54 


Parsons, Talcott, 13 
Pasteur, Louis, 5 
Pathologist, 8t 
see also Laboratory director 
Patient care, 89 

central goal of hospital, 3 
and good employee relationships, 24 
more precise control of, offered by 
hospital, 5 

as primary responsibility of doctor, 

75-75 

Patient-nurse relationships, see Nurse- 
patient relationships 
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Patient, clinic 

characterized, 273-76, 276-77 
fee payment emphasizes dependency, 
274 

see also Poor, the, as patients 
Patients, hospital 

admission of, on basis of ability to 
pay, 206-207 

attitude toward medical-care person- 
nel, 27 

attitudes toward use of illness for 
teaching and research purposes, 83 
as clinical material, 15 
and diet, 299-301 

and families, 26-32; see also Family 
ties; Visitors 
interaction among, 30-31 
in labor, 219-24 

medical and surgical, differing char- 
acteristics of, 249-51 
post-partum, 231-37 
relations with hospital personnel, 20 
relations with other patients, 277 
role of, in integrating hospital activ- 
ities, 32 

role of, in relation to hospital and 
doctor, 83 

role of, in surgery, 262-64 
seek information from doctors, 82-S3 
and visitors, 29-30 
see also Middle-income groups; Poor, 
the, as patients; Wealthy patients 
Personnel 

changes in, in recent era, 102-103 
difficulty of finding trained, to meet 
enlarged needs, 8 

limitations, in small-town hospital, 

15-16 

relations with administration, 64-66 
turnover, 105-106 

see alto Blocked mobility; Clerical 
workers; Dietary department; Eco- 
nomic incentives in hospitals; Eco- 
nomic status; Male employees; 
Nursing auxiliaries 


Personnel policies 

in era of social and economic change, 

54-55 . 

in metropolitan hospitals, 15-16 
see also Personnel; Unskilled workers 
Physiotherapist, in 
Poor, the, as patients, 16-17, 2 -» z %> $ 9 > 
1 12 

in Atlantic seacoast tradition, 12 
in early twentieth century, 7 
in medieval hospital, 4 
metropolitan hospital assumes respon- 
sibility for, 15, 16 
precedence given to, as teaching and 
research material, 82-83 
see also Human needs \s. material- 
ism; Outpatient clinic 
Position authority vs. functional au- 
thority, 68 

Post-partum care, 231-37 
Post-partum floor 

morale factors in, 231-3" 

PralJ, Charles, 52 
Prematures, 23941 
Prepayment, iwr Hosp'ol 
Professional associations, 63 - 69 , A 
126, 289 

and administrator, 56-57 

“Professional conscience, 86 
Professional training ss. e.rpenen^, 5 
Psychiatric social service, rcc Social 

service , . ;n 

Psychological difficulties, ™ 

ness, 115; ace dm Psychosomatic 

illness 

Psychological factors 

somatic tlincss ^ „ d 

in outpatient clinics. 27 V** 
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Psychological factors — Cont. 
in selection of personnel for obstetric 
departments, 236, 242 
in surgery, 263, 267-68, 270-72 
Psychosomatic illness, 90-91, 250 
Public education in health, 27 
Public relations, 11, 12 
through administrator, 61-62 
and board of trustees, 48-49 
clerical employees, 140-42 
through director of nurses, 118 
and hospital employees, 24 
increased use of hospital facilities 
leads to wider public awareness, 29 
on post-partum floor, 234 
talents in, factor in choice of trustees, 

40 

see also Community; Finances; Hos- 
pital-community relationships; 
Women’s auxiliaries 

Race prejudice, 207-208 
Radioactive isotopes, 5, 54 
Radiologist, 8t 
Records, clinical, 6 
see also Medical records 
Residents, 77, 78-80 
Research, 75, 77, 82, 89-90 
in hospital laboratory, 285-87 
in metropolitan hospital, 15 
vs. medical care, 42-43 
Research foundations and studies of 
hospital problems, 10 

Semiskilled workers, 173 
Sex and occupational prestige, interplay 
between, 87 n. 

Shelter, basic function of medieval hos- 
pital, 4 

Sick, care of, medieval hospital begins 
to assume, 4 
Skilled workers, 174-78 
in dietary department, 305 
isolated, 179-80 

job descriptions and characteriza- 
tions, 174, 178 


INDEX 

relations with other hospital per- 
sonnel, 176-78 
Sleeper, Ruth, 96-97 
Social agencies, 16-17 
Social changes 

constructive response to, 67-69 
doctors’ attitude toward, 90-91 
effect on nurses, 95-96, 99-100 
and hospital administration, 53-54 
and hospitals, 7-10 
and human relations, 54 
Social difficulties, relation to illness, 
125; see also Psychosomatic illness 
Social service workers, in, 125-35, 144, 
compared and contrasted with 
other professionals in hospital, 126, 
128 

job described, 125-26 
in outpatient department, 275, 279-80 
position in hospital structure, 129- 
30 

on post-partum floor, 234-35 
as professionals, 127-28 
psychic stresses on, 132-33 
relations with other hospital person- 
nel, 127-28, 130-32, 133-35 
relations with patients, 126, 129-30, 
1 3 2 '34 

South, hospital traditions of, 12-15 
Specialists, auxiliary, 81-82 
Specialists, medical, 254-56 
Specialization, 72, 80-82, 90 
among metropolitan hospitals, 15-16 
Staff, attending, 77 
Staff, house, 89 

Staff, medical, see Medical staff 
Staff meetings, 325-30 
differentiated by nature of content, 

327 

formal faculty meetings, 325 
general duty nurses attend, 325-26 
interdepartmental, 328-29 
for problem-solving, 327-28 
Standards, technical, in surgery, 266-67 
State Department of education, 118 
Status ladder in teaching hospital, 269 
see also Hierarchy 
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Surgeons, 255-56 
authority of, 267 

characteristics and qualifications of, 
271-72 

stresses on, 133 n., 255 
Surgeons and internists 
difference in attitudes desired in hos- 
pital care, 258 

difference in patient relationships, 
. =5557 
Surgery 

aseptic, development of, 5 
creative elements in, 272 
laboratory reports serve as quality 
control, 285 

see also Operating room 
Surgical floor, see Medical and surgical 
floors, comparison of 
Surgical instruments, development of, 
5 

Supervisors, 98, 102, 104 
administrative, ri9-22 
as head of nursing team, 121-22 
on post-partum floor, 233-35 
see also Nurses, head 
Switchboard operators, see Clerical em- 
ployees in communications jobs 

Teaching 

hospitals, see Hospitals, teaching 
in operating room, 268-70 
Team, nursing, see Nursing team 
Terminal illness, 4 
Tests, laboratory, 285-86 
Trustees, board of, 15, 39-50 
and accreditation, 42 
administrator’s reaction to, 44 
characteristics of, 39-41 
interaction with administrator and 
medical staff, 35-3S, 5 ^65. 69, 83- 
86 

power of, contrasted with industrial 
board, 43 

relations with administrator, 43*45 
relations with doctors, 45-47 
relations with one another, 47-48 
relations with public, 48-49 


reorganization of hospital, as de- 
scribed by board chairman, 42 
and research, 89-90 
resolution of divergent aims, 42-43 
responsibilities, 41-50 
responsibility for permanence and 
financial stability of hospital serv- 
ices, 44 

voluntary nature of roles, 39 
Tubal ligations, 227-28 


Underprivileged workers, short-range 
goals of, 149 
Unionization, 16 
Universities, 17 
Unskilled workers 
case histories, 163-65 
categorized, 161 

changing attitudes toward, 162-65 
in dietary department, 303-304 
Urology, 170-244 


Visiting hours in South, 14-15 
Visitors, 142, 234 
nurse’s comment on, 3° 
and patients, 29-30 


igcs, 16, 5455 , . 

if laundry and housekeeping cm- 
ployees, 183 . r „ 

" also Economic incentives; wo- 
nomic status ... • 

, r d helpers, see Nursing auxdianes 

althy 

5 hospital contributors, , 
s hospital founders, 12 
clationship to patients* attitudes 
ward hospital, 12-13, 22-23 
rustee must be able to influence, 4 ° 

.fare agencies, tee Soeml agen 
.men’s auxiliaries, =3» 1 


X-ray, 5- 54 
Zugich, John, 5 s 



